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Abstract 
 
Over the years the NHS has made great strides towards engaging patients in their 
healthcare management. In more recent years, the way in which patients could help to 
improve patient safety by reducing/preventing rates of medical errors has been 
highlighted. However, despite growing recognition of the valuable role of the patient 
in improving patient safety, very little is known about patients’ preferences for taking 
on an active role. 
 
This thesis aims to address the current gap in the evidence base with specific 
reference to a hospital inpatient cohort. Review work and a series of empirical 
investigations were undertaken which examined patients’ willingness and ability to 
participate in a range of safety-related behaviours. In total, empirical data was 
collected from 580 medical and surgical inpatients, using quantitative and mixed-
method approach methodologies. 
  
A number of conclusions can be drawn from the research. Patients were more willing 
to engage in long standing safety recommendations than those practices which are 
newer or unfamiliar to the patient. Patients were particularly reticent to engage in 
those behaviours that they perceive as challenging the clinical abilities of healthcare 
staff. Several strategies appeared to be effective for encouraging patients to participate 
in safety-related behaviours: namely, patient-focussed leaflets or videos, or by 
patients being given encouragement from the doctors or nurses involved in the 
patient’s care.  
 
Overall the work in this thesis strongly suggests that while there is much to gain from 
involving patients in safety-related aspects of their healthcare management, patients 
need to be educated about how to be involved and where they can access safety-
related information resources. In addition, doctors and nurses can have a pivotal role 
in encouraging patient involvement. Thus, it is paramount that both patients and 
healthcare professionals support patient participation in this area and healthcare 
professionals actively encourage the involvement of the patient.  
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Patient safety and patient involvement in safety: An introduction 
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1.1 Introduction   
 
Reducing the incidence rates of medical errors in healthcare is a national public health 
priority1-4. For many years attempts have been made to identify factors that could 
affect clinical practice and subsequently lead to errors, and error-prevention solutions 
have been formulated and evaluated. However, it has only been in recent years, 
particularly within the last 5 or so, that attention has been drawn to the role that the 
patient could play in ameliorating the problem of medical errors. In this chapter I 
introduce the topic of patient involvement in safety; the focus of my PhD thesis. I 
provide a cogent argument for the need to consider patients an integral part in the 
drive to reduce incidence rates of medical errors. In order to illustrate why patient 
involvement in safety is so important, I begin by considering the nature and scale of 
the problem of medical errors and adverse events in healthcare. I then discuss the 
relevant patient-safety-related terminology that is used throughout this thesis. Factors 
that can affect clinical practice and lead to medical errors are then discussed. I end 
this chapter by presenting the ‘case for patient involvement’ and provide an overview 
of the key priorities for research needed within this paradigm. In Chapter 2 I highlight 
further the significant role of the patient in improving patient safety. I discuss the 
main ways that patients can contribute to the safety of healthcare and illustrate 
different opportunities for patient involvement along the care trajectory.  
 
 
1.2. Medical errors and adverse events: The nature and scale of the problem  
 
The most frequently cited estimate for the incidence rate of medical errors in 
healthcare was published in the United States (US) by the Institute of Medicine (IOM) 
in 1999. The IOM’s report ‘To Err is Human’ estimated that between 44,000-98,000 
patients die each year as a result of medical errors in US hospitals5.  
 
In the United Kingdom (UK) in 2000 the Department of Health’s report an 
‘Organisation with a Memory’ highlighted that every year around 400 patients die or 
are seriously injured in adverse events resulting from medical devices, and nearly 
10,000 are reported to have serious adverse reactions to drugs1. 
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In addition to the aforementioned figures, retrospective reviews of medical records 
have been used to help establish the incident rate of adverse events or errors in 
hospital practice6. The Harvard Medical Practice study was a classic pioneering study 
in this area. The study, conducted in the US and published in 2001 revealed that from 
a review of 30,121 patient records, adverse events occurred in 3.7 percent of 
hospitalisations; 27 percent of these were due to negligence (defined as ‘care that fell 
below the standard expected of physicians in that community, and which therefore 
lead to clinical action’)7. Four years later in 1995, the Australian Health Care study 
reviewed 14,179 records from 31 hospitals and found a 16.6 percent adverse event 
rate; half of which were deemed preventable8. A further six years on in 2001 a study 
in the UK of 1014 case record reviews taken from two hospitals reported that adverse 
events occur in approximately ten percent of hospital admissions. A third of these 
events resulted in moderate or greater disability or death and half were judged 
preventable within the boundaries of ordinary standards of care9.  
 
It has been suggested however that the above figures may present an underestimation 
of the true scale of the problem of error due to inefficient or incomplete medical 
information systems10. For example, in the UK it has been estimated as many as 
850,000 errors could occur each year, resulting in costs of two billion pounds per 
annum in additional hospital stays alone1. The costs of these errors to both patients 
and staff in terms of mental and physical distress are unquantifiable. As the primary 
beneficiaries of healthcare services (and the recipients of any medical errors) patients 
it would seem therefore have the most to gain from safety improvement strategies and 
thus have a vetted interest to try and help to avert some of these (preventable) errors.  
 
 
1.3 Patient safety terminology: Definitions in the context of this thesis  
 
Several concepts and terms which are central to the field of patient safety often have 
multiple definitions and interrelated meanings. In order to prevent confusion I present 
here the safety-related terms that I have used in the context of this thesis. I refer to 
commonly used terminology and the most frequently cited and widely accepted 
definitions for each of these terms.  
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First and foremost is the term ‘patient safety’ itself. The Agency for Healthcare 
Research and Quality (AHRQ) defines this as ‘freedom from accidental or 
preventable injuries produced by medical care’11. The National Patient Safety 
Agency (NPSA) in the UK provides a more detailed and positive account stating that 
‘patient safety’ is ‘the process by which an organisation makes patient care safer. 
This should involve: risk assessment; the identification and management of patient-
related risks; the reporting and analysis of incidents; and the capacity to learn from 
and follow-up on incidents and implement solutions to minimise the risk of them 
recurring’12.  
 
The term medical error is directly related to that of patient safety10. Medical errors are 
human errors in health care13. There are two ways in which errors can occur14: 
1) errors of ‘omission’ (failure to act) – these are failures of execution and are 
commonly referred to as slips (observable actions) and lapses (internal events 
associated with failures of memory); 
2) errors of ‘commission’ (taking inappropriate actions) – these actions may go 
entirely as planned but may be inadequate to achieve the desired outcome.  
 
Medical errors do not always lead to an observable injury to the patient (i.e. cause 
harm)15; in these situations the term ‘near miss’ is used10,16,. Conversely, a situation in 
which a patient is harmed as a result of receiving health care treatment is referred to 
as an ‘adverse event’, defined as ‘an unintended injury to the patient, as a result of 
health care management rather than the disease process, sufficiently serious to 
prolong hospital admission or to cause disability persisting after discharge or to 
contribute to death”6,17. In addition, the term ‘critical incident’ is also used and refers 
to ‘an undesirable event in the management of the patient’s care that could have led 
to harm or did so in a manner that did not fulfil the criteria for an adverse event’ 17; I. 
 
                                                 
I The NPSA’s term ‘Patient Safety Incident’ (defined as ‘an unintended or unexpected incident which 
could have or did lead to harm for one or more patients receiving NHS funded care’18) is also 
frequently cited in the literature. This term however, has not been used in this thesis so is not 
considered in detail in this chapter. 
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Medical errors and adverse events are not always preventable; those that are a 
deliberate deviation from the norm are avoidable whereas non-preventable errors are 
never deliberate; they are unintentional, accidental19-21.  
 
Box 1.1 provides an example of a preventable medical error and a non-preventable 
adverse event in order to illustrate these definitions in more detail.   
 
 
 Box 1.1 Example of a preventable error and non-preventable adverse event 
 
Example 1. A preventable medical error   
A patient tells a hospital admission staff that they are allergic to aspirin but the information 
is not recorded in the patient’s chart. Following the admission of the patient the doctor 
writes an order for a aspirin-related medicine. The nurse does not have the correct 
information about the patient’s allergies nor does she ask the patient for this information. 
The patient receives the aspirin-related medicine and has a minor reaction. The healthcare 
team recognise the reaction and quickly treat the patient. The patient suffers no long-term 
harm from the drug reaction and is discharged from hospital on the date as planned.  
 
Example 2. A non-preventable adverse event   
A patient is allergic to aspirin but is unaware of this because they have never been treated 
with aspirin-related medication. Consequently the patient tells the staff on admission into 
hospital that they have no allergies. The aspirin-related medication is administered and the 
patient has a major anaphylactic shock. The patient is rushed to intensive care; after 
treatment no permanent injury is suffered by the patient but as a result of the complication 
the patient has a prolonged hospital stay of an additional 7 days.    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
In the present context, at this point a distinction should be drawn here between the 
terms ‘patient safety’ (already discussed) and ‘patient quality’. The focus of patient 
safety is on the dark side of quality;22 care that is actually harmful rather than just not 
of a good standard. The definition of ‘quality’ often depends on the stakeholders. 
Stakeholders are, as the name implies, people with some stake or concern in the 
process23- in this context the patient. In healthcare, patient satisfaction is often used as 
a proxy measure for quality. In this way, when patients are very satisfied with the care 
they have received they are likely to rate the quality of their care as ‘high’. However, 
it is important to note here that while it makes sense intuitively that quality and safety 
go hand in hand, this may not always be the case. A patient may, for example, 
experience an error in their care that results in no observable injury to the patient (i.e. 
a ‘near miss’). In this situation the error may not be sufficient enough to affect the 
patient’s views about the quality of their healthcare management – in other words 
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they may be very satisfied with the healthcare treatment they received even though 
they experienced an error in their care.   
 
It is now necessary to consider the aforementioned safety-related terminology 
specifically within the context of patient involvement. While this is a topic that has 
been discussed within the patient safety literature, in particular in recent years, little 
attempt has been made to define what patient involvement in safety actually means. 
As a result of this not only does the concept itself lack clarity but also it makes it 
difficult to critically appraise the extant literature within this paradigm.  Given the 
importance of a unified definition of this concept, and due to current lack of 
explanation, by drawing from the relevant terminology I have developed my own 
definition. I describe patient involvement in safety as the ‘actions that patients take 
that could potentially reduce or prevent the likelihood of errors in health care or the 
actions that patients take to mitigate the effects of errors when they have occurred’.  
 
Patients can participate in patient safety in two ways:  
 
1) on an individual level - the actions that patients take that could potentially 
prevent or reduce their own susceptibility to errors or to mitigate the effects of 
an error in their care;  
2) on a collective level – the actions of patients working together in patient 
organisations or patient groups, providing a collective voice in helping to 
shape improvements in the safety of the health care system – put more simply 
those actions that have the potential to reduce patients’ (as a population) 
susceptibilities to errors.  
 
The actions that patients can participate in (in either an ‘individual’ or ‘collective’ 
level) are referred to here as ‘safety-related’ behaviours and can be defined as ‘any 
behaviour or action that patients participate in that has the potential to 
reduce/prevent the risk of medical errors or mitigate the effects of an error that has 
occurred’.  
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1.4. Factors that contribute to errors and/or adverse events  
Ensuring that safe high quality care is delivered to all those that come into contact 
with health services is the most important challenge that faces healthcare today. While 
for the majority of patients passing through the system the administration of care is 
appropriate and safe, no system is infallible and healthcare is certainly no exception to 
this rule. For some patients less fortunate outcomes will be observed, resulting from 
an error or series of errors in the patients care trajectory.  The outcomes of these 
errors can lead to devastating consequences (e.g. death, disability) and can result in 
serious physical, psychological and financial trauma for all those involved, 
particularly the patient and the patient’s family6.  
 
As I have described in section 1.3 not all medical errors are preventable, thus one 
should not erroneously assume that the problem can be completely eradicated. 
However, it is realistic, and equally, it is important, to acknowledge that the frequency 
at which errors occur could be substantially reduced. Achieving this however, will be 
by no means an easy task. The aetiology of errors is at times not apparent; the causes 
can be complex, multi-factorial and challenging to understand and solve. What is 
apparent however, is that the need to identify faulty systems that lead to patient injury 
so that new, safer systems can be designed and implemented, pervades healthcare and 
patient safety publications alike.   
 
Researchers from all manner of disciplines (e.g. ergonomics, psychology, 
engineering, medicine) have attempted to identify the predictors or contributory 
factors of errors. The most influential paper in this area, promulgated by Vincent et al 
in 1998 presented the idea of an ‘operational framework’ for analysing risk and safety 
in clinical medicine24. The framework entitled the ‘London Protocol’ initially derived 
from Reason’s ‘Model of Organisational Accidents’25,26 and the medical literature on 
errors, adverse outcomes and risk management,27-30 recognises that adverse events are 
generally the result of a whole concatenation of events in which humans only play a 
part. The framework identifies seven major factors that can contribute to clinical 
practice comprising: institutional context; organisational and management factors; 
work environment; team factors; individual (staff) factors; task factors; and patient 
characteristics. The framework is depicted in more detail in Figure 1.1. The last factor 
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denoted in the framework - patient characteristics- is becoming increasingly 
recognised by researchers, policy makers and government funded bodies alike as a 
particularly promising error-prevention avenue to explore.  
     Figure 1.1 Framework of factors that influence clinical practice  
1. Institutional context     
Economic and regulatory context National Health Service Executive Clinical negligence scheme for trusts  
2. Organisational and management factors 
Financial resources and constraints  
Organisational structure  
Policy standards and goals  
Safety culture and priorities  
3. Work environment  
Staffing levels and skills mix 
Workload and shift patterns  
Design, availability, and maintenance of equipment  
Administrative and managerial support  
4. Team factors 
Verbal communication  
Written communication  
Supervision and seeking help  
Team structure  
5. Individual (staff) factors  
Knowledge and skills  
Motivation  
Physical and mental health  
6. Task factors  
Task design and clarity of structure  
Availability and use of protocols  
Availability and accuracy of test results  
7. Patient characteristics  
Condition (complexity and seriousness)  
Language and communication  
Personality and social factors  
   Taken from Vincent et al24 
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A number of reports published have highlighted the role of the patient (and the 
patient’s family) in preventing or reducing the likelihood of medical errors. For 
example, in the UK in 2001 a report published on the public inquiry into the failures 
in performance of paediatric surgeons involved in heart surgery at the Bristol Royal 
Infirmary between 1984 and 1995, produced 198 recommendations on how to prevent 
errors in the future31. Central to the recommendations was the belief that enhancing 
the patients’ role could help to improve the safety of healthcare31. A year later in 2002 
a pioneering article by Vincent and Coulter explicitly laid out some of the main ways 
that patients could contribute to healthcare safety to help reduce various types of 
errors32. In more recent years in 2006, the different ways in which patients could 
participate in patient safety was examined in detail in a report written by Coulter and 
Ellins10 and published by the Health FoundationII. More recently still, in 2008 the 
Darzi report ‘High Quality Care for All’ which centres on ensuring care is safe and 
effective, suggests that one way of achieving this is by giving more control to patients 
and forging partnerships between patients and healthcare professionals33.  
 
However, despite the attention paid to the potential role of the patient in helping to 
improve patient safety, reliable and valid empirical data to investigate patients’ 
willingness and ability to take on an active role is considerably lacking34,35.  
 
 
1.5. Patient involvement in safety: Presenting the case for patient involvement  
Over the years, the National Health Service (NHS) has made great strides towards 
engaging patients in their healthcare management36-38. Patients are also routinely 
asked their views about their experiences of services in order to contribute to staff 
training and to help improve the design and delivery of healthcare services39-41. 
However, only in more recent years has patient participation in patient safety been 
recognised as an important avenue to explore and few attempts have been made (by 
comparison to the wider arena of patient involvement) to engage patients in this 
aspect of their healthcare management.  
 
                                                 
II Specific contributions that patients could make to their safety that were highlighted in this report are 
examined in more detail in Chapter 2. 
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The reason for including the patient themselves in error-prevention solutions is simple 
- patients have the potential to help reduce/prevent errors or the effects of errors (that 
have occurred) in medical care. Patients possess a unique point of view, wisdom and 
expertise. Arguably, they are the only sustained around the clock monitor of their 
care; they are not only often affected by subtle nuances to error prevention systems 
but are also in the best position to watch and alert healthcare professionals to errors. 
In view of this, it is somewhat surprising that in an age of rapidly growing patient-
centeredness the patients’ perspective is rarely included in quality and safety work; 
instead the patient is often the subject of discussion and seldom the discussant. In the 
chronic disease paradigm the ‘expert patient’ has been promoted as a key player in 
improving patient care and health outcomes42. In the same way, the contributions that 
patients could make within the safety paradigm could be equally valuable, that is 
providing we educate patients and allow them the opportunity to participate.   
 
Unfortunately however the ‘customer knows best’ is an adage from the business 
world that patient safety is slow to adopt. The reason for this is unclear. It could be, in 
part, because people do not think that patients have any contribution to make; or 
possibly it is related to legal issues surrounding fear of liability. However, perhaps a 
deeper part of the answer is that talking with patients about ‘safety’ may be 
uncomfortable for most and presents somewhat of a taboo. Research into the most 
effective ways to involve patients in their care – that is, efforts that will lead to the 
best patient outcomes – is still in its infancy, and this is particularly evident in the 
domain of patient safety. There are many problems – both practical and ethical that 
need to be addressed43. While patient involvement in safety may be all well and good 
in theory, it is likely that in practice a confluence of factors will affect patients’ 
preferences and opportunities for involvement. Many questions need to be answered. 
We need to gain a deeper understanding of how to involve patients in the safety of 
their healthcare and under what circumstances. In addition, we need to learn how to 
educate patients about preventing errors and how to incorporate patients’ ideas into 
safety planning despite their limited understanding of the intricacies of complex 
healthcare systems.   
 
Answering the above questions is the first step in working towards sustainable patient 
safety solutions that effectively engage patients as partners within the healthcare team. 
 10
 
 
Within this thesis I will explore some of these issues in more detail with specific 
reference to the hospital context. I am focussing my attention on this context for two 
main reasons. First, evidence (cited in Section 1.2) indicates that ten percent of 
hospitalized patients in the UK will experience an adverse outcome resulting from 
treatment9.  
 
Second, while the problem of medical errors is ubiquitous in healthcare, there are 
subtle disparities in the epidemiology of errors in different healthcare settings. These 
differences could mean that the efficacy of error-prevention solutions, including those 
which require the active involvement of the patient, may vary dependent on the 
context in question. For example, there are a number of behaviours that surgical 
inpatients could engage in that could help to safeguard their care (e.g. learning what 
signs to look out for if their surgical wound becomes infected) that would not be 
applicable to, for example, those patients treated in a primary care setting. For this 
reason, and combined with the infancy of the topic area I argue that it may be more 
appropriate to investigate patient involvement in safety in specific settings one at a 
time. By doing this we can delineate the optimal circumstances for patient 
involvement - in terms of how and when patients can/should participate and what the 
outcomes - in terms of a reduction in errors, of such participation may be.  
 
The work in this thesis can be broadly split into 3 main parts. First, I will present a 
review of the literature within the patient involvement in safety paradigm and 
highlight what I think the key priorities are for future research in this area (Chapters 
2-6). Second, I will present a series of empirical investigations which examine 
hospital patients’ attitudes towards engagement in different safety-related behaviours 
(Chapters 8-10). Third, I will present the findings of a set of interventions designed at 
increasing patient involvement in the safety of their healthcare (Chapters 11-12).  I 
will end this thesis with a general discussion of my research findings (Chapter 13). I 
will highlight the practical implications of my work and will put forward my own 
recommendations on how I think we can most successfully engage patients in safety-
related aspects of their healthcare management.  
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CHAPTER 2   
 
 
Opportunities for patient involvement in safety  
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2.1. Introduction   
In Chapter 1 I argued that patients could play an important part in helping to improve 
the safety of healthcare. In this chapter the ways in which patients could do this 
throughout the care trajectory will be discussed. It is beyond the scope of this thesis to 
consider each of these areas in great detail. Rather the aim of this chapter is to present 
an overview of the current school of thought, as opposed to a detailed empirical 
analysis. In the systematic review in Chapters 4 and 5 of this thesis, I will provide a 
more in-depth account of how patients can contribute to healthcare safety by 
presenting extant data that focuses more specifically on some of the key opportunities 
for participation.    
 
As discussed in Chapter 1, while research in patient involvement in safety is still in its 
infancy, the issue has been discussed for a number of years. In 2002, a pioneering 
paper by Vincent and Coulter delineated some valuable contributions patients can 
make to their healthcare safety by32: 
 
• helping to reach an accurate diagnosis; 
• making informed choices about providers; 
• sharing decisions about treatments; 
• observing and checking care processes; 
• identifying and reporting treatment complications and adverse events. 
 
Since the publication of this paper, researchers have drawn attention to several other 
ways in which patients can participate. In 2006 a report was produced by Coulter and 
Ellins that presented the findings of a systematic review examining the efficacy of 
‘patient-focussed’ interventions. Within this report, the authors explicitly laid out ten 
main ways in which patients could facilitate safer provision of healthcare. In addition, 
to those already mentioned above, these included:10  
 
• contributing to safe medication use; 
• participating in infection control initiatives;  
• checking the accuracy of medical records;  
• shaping the design and improvements of health services;  
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• practicing effective self-management (including treatment monitoring).   
 
All of the aforementioned areas of involvement have the potential to improve the 
health outcomes of the patient. However, a distinction needs to be drawn here 
between ‘safety-related’ behaviours (defined in this thesis as ‘those behaviours that 
could have the potential to reduce/prevent errors or mitigate the effects of errors that 
have occurred’) and ‘health-related’ behaviours defined here as ‘any behaviour where 
a patient is required to make a health-related decision, learn about their condition or 
participate in any other aspect of their healthcare management that could help to 
optimise their own health outcomes after an episode of medical care’.  
 
Safety-related behaviours can be considered as a subset of a larger range of these 
health-related behaviours, however not all health-related behaviours are safety-
related. In the following section I describe the distinction between these two types of 
behaviours in more detail.  
 
 
2.2. Drawing a distinction between health-related and safety-related behaviours  
Table 2.1 provides examples of safety-related and health-related behaviours in each of 
the ten areas of involvement. The areas of involvement are listed in the far left hand 
column in the same order as they are cited in Section 2.1.  
 
You will see in Table 2.1 that all the areas of involvement comprise behaviours that 
could help to reduce errors or mitigate the outcomes of errors and as such can be 
described specifically as ‘safety-related’ or conceptualised more broadly as ‘health-
related’. In addition, all the areas of involvement also contain specific behaviours that 
can only be referred to as ‘health-related’ – in other words those behaviours which 
could improve the health outcomes for the patient but that do not have the potential to 
directly reduce/prevent errors or mitigate the effects of errors when they have 
occurred.  
 
In addition to the information in Table 2.1, I provide a brief summary (in Section 2.3) 
of the main safety-related behaviours that fall under each of the areas of involvement. 
Where applicable, I also highlight some of the key health-related behaviours in two of 
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the areas of patient involvement: 1) sharing decisions about treatments, and; 2) 
practicing effective self-management – both of which are areas where patient 
involvement in health-related behaviours could be particularly salient in optimising 
the health outcomes of the patient.  
 
It should be acknowledged that there is a certain amount of overlap between some of 
the areas of involvement. For example, making informed choices about providers is 
related to sharing decisions about treatments. It is beyond the scope of this section to 
consider the (possible) interactions in detail here; rather the aim of the section is to 
provide an account of opportunities for patient participation in alignment with current 
suggestions offered by influential researchers in this field of work (mentioned in 
Section 2.1). 
  
2.3. Patient involvement in safety-related behaviours  
2.3.1. Helping to reach an accurate diagnosis 
Patients can help to reduce the likelihood of a diagnostic error by providing accurate 
information about their symptoms and details of their medical history32.  In addition, 
if patients feel that healthcare professionals have incorrect information about their 
current symptoms they should speak up and voice their concerns. When patients are 
not given the opportunity to discuss any concerns about their health problem(s) with 
their doctor this can catalyse the likelihood of misunderstandings and a misdiagnosis 
being reached44.  
 
2.3.2. Making informed choices about providers 
Patients (or patient representatives) can, if given the requisite information, make 
important choices regarding potential dangers to their health care safety. For example, 
if parents of the children undergoing cardiac surgery at the Bristol Royal Infirmary 
(where between the years of 1984-1995 there were a number of failures in 
performance of surgeons involved in heart surgery on children) had been given 
information on mortality rates of these operations at the hospital, they probably would 
have chosen a different provider32.   
Table 2.1. Examples of health-related and safety-related behaviours in relation to the 10 areas of patient involvement  
 
Area of participation  
 
Example of relevant health-related behaviour  
 
Example of relevant safety-related behaviour 
 
Reaching a diagnosis - Providing information to doctors about symptoms  - Alerting doctors if they think they are recording inaccurate information about their 
symptoms or if any of their medical details are incorrect  
Choosing a healthcare provider 
 
- Choosing a provider based on length of waiting time for the given 
procedure  
- Choosing a provider based  on geographic location  
- Choosing a treatment provider that has the lowest error rate for the procedure they 
require 
- Choosing a treatment provider that has the lowest morbidity and mortality rates for the 
procedure they require 
Participating in treatment decision 
making 
 
- Choosing a treatment modality that is suitable to their needs  - When more than one treatment modality is available patients can choose a treatment 
that entails a level of risk that is acceptable to them (e.g. in terms of the likelihood of 
treatment complications) 
Observing and checking care 
processes 
 
- Observing care processes so they understand what is happening with 
regards to their treatment  
- Asking a surgeon to mark the surgical site in order to prevent the likelihood of wrong 
site surgery  
Identifying and reporting events  - Reporting to a member of staff if there is a problem (not an error per 
se) in their care (e.g. telling staff if they are in a lot of pain)  
- Reporting errors to an incident reporting system so that this information can be used to 
shape improvements in the safety of healthcare and prevent similar occurrences in the 
future   
Contributing to medication use - Learning how to take medication so they can ensure they comply 
with their medication regimen  
- Asking staff to check they have been given the correct medication to reduce the chance 
of being given the wrong drug  
Preventing the risk of infection - Discontinuing smoking prior to surgery as this can reduce the risk of 
infection post-operatively  
- Maintaining personal hygiene in hospital (e.g. bathing, washing) as 
this can reduce the risk of infection 
- Asking healthcare professionals if they have washed their hands before treatment in 
order to reduce the spread of infection  
- Ensuring healthcare professionals are wearing gloves/masks for any procedure that 
requires this attire to be worn in order to reduce the spread of infection  
Access to medical records - Giving patients access to their medical records so they can learn 
about their condition  
- Giving patients access to their medical records so that they can identify any errors in 
information recorded   
Shaping improvements in the 
design and delivery of health 
services 
- Receiving feedback from patients/patient groups on how the quality 
of services (e.g. meals) could be improved   
- Patients working together (e.g. in patient organisations) to educate other patients on 
what they can do to reduce their susceptibility to medical errors   
Practicing effective self-
management (including treatment 
monitoring)  
 
- Undertaking the appropriate exercise regimen – e.g. if the patient has 
arthritis making sure they perform the relevant exercise(s) to help 
alleviate pain  
- Monitoring therapy - for example, when patients monitor their own anticoagulation 
therapy this has the potential to reduce the likelihood of adverse outcomes more than if 
traditional measures (e.g. the healthcare professional themselves administering 
treatment) were used  
 
Note: Where possible the wording of each of the areas of involvement has remained the same (as in Section 2.1); for some however, slight alterations had to be made in order for the wording (in 
the ‘areas of participation’ column) to be applicable to both health and safety-related behaviours. 
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In a number of countries (e.g. France, Germany, Belgium, Australia, United States) 
patients have been given the opportunity to choose their provider, at least in part, for a 
number of years45. In the US, information to help patients choose a provider is 
accessible online. For example, the Leapfrog Group has developed an online database 
of quality and safety information for US hospitals (http://www.leapfroggroup.org/). 
The Leapfrog Group advises patients to choose hospitals and doctors that perform 
high numbers of the procedure they require, as this is positively associated with health 
outcomes of the patient.  
 
More recently, in Britain, the ‘Choose and Book’ scheme provides patients with 
information to help them choose where to undergo their procedure 
http://www.chooseandbook.nhs.uk/staff/whatis). The British government and 
commercial providers also produce official information on performance indicators 
(i.e. mortality and morbidity rates of individual clinicians or hospitals) for British 
hospitals (www.nhs.uk/ www.drfoster.co.uk).   
 
2.3.3. Contributing to safe medication use 
Medication errors are one of the leading causes of adverse events in healthcare46,47. 
Patients can reduce their susceptibility to the occurrence of medication errors if they 
are aware of what to expect from their medication (i.e. how and when to take) and 
told to speak up if they notice any untoward changes or side effects35. Patients can 
also assist in reducing rates of prescribing errors (when possible) by clarifying with 
the doctor what medication they need and cross-checking this against the name of the 
medication that they actually receive35.  
 
2.3.4. Participating in infection control initiatives 
Hospital Acquired Infections (HAI’s) (defined as ‘any infection a patient contracts 48 
hours post admission’)48 are ubiquitous in healthcare. While the causes are complex, 
poor hand hygiene among health care staff plays a salient role49. If patients are 
encouraged to ask health care staff if they have washed their hands this can improve 
hand washing compliance49-51; this in turn, could reduce the spread of infection. 
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2.3.5. Checking the accuracy of medical records 
In the UK patients have been legally entitled to have access to their medical records 
since 1991. However, only recently has work been carried out to investigate what 
benefits this may have to the safety of the patient. Giving patients access to their 
medical records can improve patients medical knowledge and communication with 
healthcare professionals; support patients in managing their own care, and; allow 
inaccuracies in the records to be identified52-56. In addition, increasingly the internet is 
being utilized both in the US and Europe as a means of patients gaining access to their 
medical records in order to enhance their own safety; web based systems have been 
introduced where patients can connect to the doctors office, access and check the 
information in their record is accurate and review online information57.  
 
2.3.6. Observing and checking care processes 
Patients who are informed on what to expect from their treatment can clarify their 
name and that the treatment is the correct one before it is administered by the health 
care professional. For example, surgical patients can verify the surgical site in order to 
help reduce the likelihood of wrong site surgeryIII. Equally if patients are 
knowledgeable on their treatment regimen they can notify staff if there are any errors 
or mistakes (for example procedural errors, such as being given food when they are 
supposed to be ‘Nil by Mouth’).  
 
In addition, patients who know what to expect in relation to quality standards can 
check on appropriate performance of clinical tasks. In the US, the Foundation for 
Accountability promotes consumer information about evidence-based care so that 
patients know what should happen during the course of an illness.  For example, 
diabetes patients can help to prevent errors of omission related to tests or 
examinations. For example, patients are encouraged to check that they receive regular 
HbA1c tests and retinal and foot examinations and to notify healthcare staff if this has 
not happened [www.facct.org].   
 
 
                                                 
III Defined as ‘the performance of an operation or surgical procedure on the wrong part of the body’58. 
This includes operating on the incorrect side (e.g. left eye rather than right), correct side but incorrect 
location (e.g. incorrect eye muscle on the correct eye) and correct side and anatomical site but incorrect 
operation (e.g. resection of a muscle rather than recession). 
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2.3.7 Identifying and reporting treatment complications and adverse events 
Patients can help to ameliorate the outcomes of errors when they do occur by 
notifying healthcare professionals in ‘real-time’ of the error so that prompt action can 
be taken to mitigate its effects. For example (as already discussed in Section 2.3.3), 
patients can check the name, type and dose of the medication they are given and can 
notify staff if they think they have been given the wrong drug.  
 
Patients can also contribute to healthcare safety by providing retrospective accounts to 
local or national incident reporting systems of errors that occurred in their care. For 
example, in Britain, the National Patient Safety Agency (NPSA) has a National 
Reporting and Learning System (NRLS) service that allows patients to report any 
incident or prevented incident (near miss) that they have either been involved in or 
witnessed (http://www.npsa.nhs.uk/nrls/patient-safety-incident-data/). 
 
Such information is an essential prerequisite to understanding what went wrong. 
Patients’ reports provide valuable insight into the epidemiology of errors; we can 
learn from this information and use it to redesign health services to minimise the risk 
of the same occurrence(s) happening in the future6.   
 
Patient involvement in incident reporting is particularly valuable in the context of 
adverse drug reactions. A number of countries now have schemes in place aimed at 
encouraging patients to report adverse drug reactions. For example, such a scheme 
was introduced in Sweden over 30 years ago by KILEN, the Consumer Institute for 
Medicines and Health, where patients are encouraged to report adverse drug reactions 
(http://www.kilen.org/indexe.htm).  In Britain a similar scheme is now in operation on 
the Medicines and Healthcare products Regulatory Agency (MHRA) website, where 
patients can report through the ‘yellow card scheme’IV if they think a medicine or 
herbal remedy has caused an unwanted side effect or an adverse reaction. 
(http://yellowcard.mhra.gov.uk/ ) 
 
 
                                                 
IV The ‘Yellow Card Scheme’ is run by the MHRA and the Commission on Human Medicines (CHM). It is used 
to collect information from anybody - health professionals and the general public, on suspected side effects or 
adverse drug reactions (ADR’s) from a medicine. 
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2.3.8. Sharing decisions about treatments 
Patients can make important safety-related decisions about their treatment. For 
example, if patients are presented with a situation in which more than one treatment 
modality is available they can, providing they possess the requisite knowledge (and if 
the opportunity is available), choose a treatment that has the lowest rate of errors in 
order to reduce their susceptibility to such occurrences, or they can choose a 
procedure that entails a level of risk that is acceptable to them59,60.   
 
In addition, patients can make important health-related decisions that relate more 
generally to their treatment. When patients participate in the treatment decision 
making process they are more likely to be happy with the course of treatment 
prescribed;61,62 this in turn, can improve adherence to medical and treatment 
recommendations63 thus reducing the likelihood of complications. Non-compliance to 
medical advice and treatment is a persistent, pervasive problem in healthcare64,65 and 
can result in admission or readmission into hospital, increased length of stay for those 
already hospitalised or further medical treatment being required66. While this 
particular behaviour is not safety-related per se, it could create complications for the 
patient which, in turn, could heighten the likelihood of an error; given this it is worthy 
of a mention here.   
 
2.3.9. Practising effective self-management (including treatment monitoring) 
In recent years technological developments have enabled patients to participate in care 
practices that were previously conducted by doctors or nurses. These safety-related 
care practices have clear benefits to the patient. For example in the context of patients 
self-monitoring of anti-coagulation therapy one systematic review on 12 trials (7 
randomised and 5 quasi-experimental) showed that patients undertaking self-
management remained in the therapeutic range for the same time or longer than 
patients under usual care, and that the incident rate of adverse effects was the same or 
less than patients under usual care67. Promising findings have also been observed in 
other reviews and empirical work in this area, with a significant reduction in major 
clinical events when patients monitored their own therapy68-70.  
 
However, as touched upon in Section 2.3.8, perhaps the most important way patients 
can reduce the risk of patient harm and help to improve health outcomes is through 
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engaging in more general health-related behaviours by complying with medical 
advice or treatment regimes. This is of particular relevance within the context of 
chronic illness in which the majority of treatment is delivered in the community 
setting by the patient themselves64. Here, it is essential for chronically ill patients to 
participate in their care in order to successfully manage their illness and to avoid or 
reduce the likelihood of progression and exacerbation of symptoms. 
 
2.3.10. Shaping the design and improvement of services 
Patients can help to shape the design and improvement of services. While patients can 
do this on an ‘individual’ level (e.g. by providing feedback to healthcare staff), 
patients are likely to have much more impact if they work together on a ‘collective’ 
level. Patients can do this by joining organisations or patient groups that operate on a 
local, national or international level.  
 
On a local level one organisation (in the US) that strongly advocates patient 
involvement in all aspects of their healthcare management is the Dana Farber Cancer 
Centre. The Centre has a special commitment to working with patients and families to 
ensure safe care. A ‘Centre for Patient Safety’ was created as a laboratory for 
innovation. Its staff and members seek to reduce the burden of medical injury through 
an integrated agenda of research, education, and quality improvement 
(http://www.dana-farber.org/ ). 
 
On a national level (in the UK), MRSA Action UK was founded by a group of people 
who had contracted MRSA or lost loved ones due to MRSA. The organisation 
provides a support and advocacy service to patients (and their families) affected by 
healthcare associated infections (HCAI’s) and aims to educate and heighten 
awareness about what people can do to protect themselves.  MRSA Action UK also 
aims to educate the public and raise awareness about HCAI’s and is involved in work 
with government agencies to shape improvements in the safety of healthcare 
(http://www.mrsaactionuk.net/).  
On an international level the World Health Organisations ‘Patients for Patient Safety’ 
(PFPS) strand of the ‘World Alliance on Patient Safety’ has been developed to 
enhance health care safety in all health care settings throughout the world by 
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involving patients (and consumers) as partners. PFPS supports patient involvement in 
patient safety programmes by working with a global network of patients, consumers, 
caregivers, and consumer organisations to help reduce medical errors both within 
countries and in the global programmes of the World Alliance for Patient Safety. 
(http://www.who.int/patientsafety/patients_for_patient/en/ ). 
 
2.4. The role of the patient advocate 
While the focus of this thesis is on the part the patients themselves can play in patient 
safety, it is important to acknowledge here briefly that the role of the patient advocate 
can be equally vital. In the same way that patients can participate in all the 
aformentioned areas of involvement, a patient advocate can also have an active role. 
For example, the case of the Bristol Royal Infirmary Inquiry (discussed in Section 
2.3.2) presents strong support for the importance of involving the advocate in helping 
to reduce patients’ susceptibilities to errors.  
 
A patient advocate is someone who the patient trusts and is willing to act in the best 
interests of the patient, for example a family member or friend. The role of the patient 
advocate in safety is particularly salient when patients are unable to act for themselves 
(e.g. children, patients with cognitive deficits in the later stages of dementia, and 
unconscious patients).  
 
 
2.5. The opportunity for patient involvement along the care pathway.      
In this section I will take the work of the previous section one step further by 
illustrating the various opportunities for involvement in safety-related behaviours (and 
health-related behaviours where applicable) throughout the patient trajectory.  
 
The types of opportunity for patient participation, both to prevent/mitigate medical 
error(s) and to optimise their own health outcome state, will vary at each stage of the 
patient care pathway. In addition, the opportunities for involvement will vary as a 
function of the prerequisites of patient involvement. In this context, broadly speaking 
the prerequisites or involvement can be categorised in three ways. First, patients must 
be knowledgeable on how to participate - put more simply, we cannot expect patients 
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to be involved if they do not know how they can be. Second, patients have to be able 
to participate; this ability is derived in part from the patient’s knowledge but is also 
largely dependent on the patient’s physical and cognitive capacity – for example, a 
unconscious patient would obviously be incapable of participation. Equally, 
degenerative diseases leading to cognitive deficits, such as Alzheimer’s, could 
(especially at the later stages of the disease) render the patient’s ability for 
involvement. Third, patients have to want to participate; in other words they need to 
be willing to participate.  
 
For the purpose of this section, assuming the patient possesses all the above 
prerequisites of involvement, I will illustrate opportunities for participation with 
specific reference to a surgical patient cohort. Surgical patients have been used as an 
exemplar because their process of care is a lot more uniform than, for example, a 
medical patient – where there are wide variations in treatment plans and as a result 
greater divergence in opportunities for involvement that each treatment may entail – 
therefore the surgical patients ‘journey’ is more easily ‘mappable’.  In addition, 
approximately half of all adverse events are associated with surgical procedures71 and 
30-50% of major complications occurring in patients undergoing general surgical 
procedures are thought to be preventable6,72, thus there is considerable scope for this 
cohort of patients to help to reduce errors. It should be acknowledged however, that 
despite this section concentrating specifically on surgical patients, I suggest that the 
general principles discussed and conclusions drawn can be applied more generally to 
other patient groups.   
 
As mentioned in Section 2.1 and 2.2 safety-related behaviours can be considered as a 
subset of a larger range of behaviours and activities that patients may choose to 
engage in that can be referred to as ‘health-related’ behaviours. These broader health-
related behaviours will also be considered here (though to a much lesser extent) when 
they have specific relevance to patients undergoing elective surgery.  The intention in 
this section of work is not to provide an exhaustive account of every way in which 
surgical patients could be involved in their healthcare management; rather selective 
key safety-related and health-related behaviours are provided to illustrate the benefits 
that patient participation could have to the patients’ health outcomes. 
 
 23
 
 
 24
 
 
2.5.1 Mapping out the process of surgical care  
There will be some types of safety-related behaviours that are operation specific, and 
opportunities for involvement may vary dependent on the nature and complexity of 
the operation. For example, a patient undergoing a day case procedure under local 
anaesthetic will have different opportunities for involvement compared to a patient 
having a major inpatient operation with a planned postoperative ITU stay. For the 
purpose of this section I seek to generalise across the elective surgical population as a 
whole.  
 
Figure 2.1 illustrates the care pathway for elective surgical patients. The key 
opportunities for patient involvement at each stage of the patient care pathway are 
described. The nature of the activity required (e.g. asking questions) and the relative 
importance for such involvement in terms of reducing patients susceptibility to 
medical errors (for specific safety-related behaviours) or facilitating optimal surgical 
health outcomes for the patient (for health-related behaviours) is also discussed. 
Figure 2.1. Opportunities for involvement along the surgical care pathway  
 
 
Stage of the care pathway  
 
 
Opportunities for involvement   
Decision to operate (initial 
consultation with specialist) 
 
• Choosing a healthcare provider – It has been suggested there is a positive association between frequency of operations 
performed (by either the doctor or hospital itself) and patients’ health outcomes73,74. Patients should therefore choose (when 
possible) a hospital and surgeon where the operation that they need has been performed a high number of times.   
• Asking questions about condition - When patients are informed about their condition and what to expect from the 
subsequent recovery process they are more likely to understand how to adhere to their medical or treatment regime. This 
heightened understanding can increase adherence which can, in turn, improve patients’ health outcomes and/or facilitate the 
recovery process.  
 
Time between decision to operate and 
hospital admission  
• Undertaking a weight loss programme –If the patient is obese they should try and lose weight as obesity can increase the 
risk of post-operative infection75-77. 
• Enrolling in a smoking cessation programme – When patients smoke this can slow down the recovery process (in terms of 
healing abilities) and increase the chance of infection post surgery 
(http://www.nursingcenter.com/prodev/ce_article.asp?tid=802267 ). 
 
Pre-assessment clinic  
 
• Choice of treatment modality - In circumstances when more than one choice of treatment modality is available, 
information should be given to the patient, covering the risks and benefits to each treatment. The patient can then make an 
informed decision about the treatment most suitable to their needs, thus abating the possibility of an inappropriate treatment 
decision being made. This in turn, can influence patients’ adherence to medical recommendations (i.e. they are more likely to 
adhere) and consequentially lead to better health outcomes10,61,62. 
• Discussion of pre-existing conditions - If patients have a pre-existing condition such as diabetes, asthma or cardiac disease 
they should discuss the effects of the new diagnosis on their current illness with their doctor. For example, high blood sugar 
can increase the risk of treatment complications or infection so patients with type 1 diabetes should discuss the best way to 
control their blood sugar before, during and after their hospital stay 
(http://www.nursingcenter.com/prodev/ce_article.asp?tid=802267 ). 
• Discussion of current medication regime – Patients should discuss what medicine they are currently taking so that staff are 
aware of their medicine regimen, this in turn could help prevent the likelihood of adverse drug interactions between newly 
prescribed medicines and current medicines10,35.  
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Time between pre-assessment clinic and 
hospitalisation  
• Not eating/drinking prior to surgery - The single most important thing that the patient can do prior to surgery is not to eat 
or drink anything the day or night (depending on the schedule of the operation) before their operation – eating/drinking 
increases the risk of peri-operative or post-operative vomiting78 which can result in serious consequences to the patient’s 
health. 
 
During hospitalisation period: At 
admission 
 
• Informing health care staff of any medications, drug allergies and bad reactions to anaesthesia – To prevent the 
likelihood of the patient being given a medicine they are allergic to.  
 
 
During hospitalisation period: Pre-
operation stage 
 
• Patients should ask the surgeon to clearly mark the extremity which is to be operated on and verify this is the correct 
surgical site –To prevent wrong site surgery (including operating on the wrong person, organ or limb, or performing the 
wrong procedure). 
• Patients should check they have been given surgical stockings (TEDS) and administered heparin (when applicable) – 
To prevent coagulation of blood. 
• Telling the anaesthetist about any medications currently taking, drug allergies and any bad reactions to anaesthesia   - 
This could help to prevent the likelihood of a medication error – e.g. the patient being given a drug they are allergic to. 
• Ask questions about recovery – If patients ask questions and know what to expect in terms of their recovery they can alert a 
member of staff if they think there is a problem, e.g. if they think their wound has become infected,  prompt action can then be 
taken to mitigate the effects of the problem.   
 
During hospitalisation period: Post-
operation stage 
 
• Notify staff if the surgical dressing becomes loose or wet – This could help to reduce the likelihood of infection or 
treatment complications. 
• Notify staff if wound becomes infected or is not healing as it should- This could help to minimise the spread of infections.  
• Alert member of staff if intravenous catheter becomes loose or dislodged – This could help to reduce the risk of infection.  
 
During hospitalisation period: 
Discharge stage  
 
• Ask questions about post-discharge treatment plan – Patients that know what to expect from their treatment plan are 
more likely to adhere to the plan; this can help increase adherence which, in turn, positively impacts on the recovery process. 
This can also help to reduce the likelihood of a readmission into hospital due to post-operative treatment complications. 
Post-hospital discharge stage  
 
• Patients should notify a member of the outreach healthcare team if their wound becomes infected- This can help to 
prevent the spread of infection and can speed up the recovery process.  
 
 
In addition to the behaviours mentioned in Table 2.1, there are a number of safety-
related behaviours that would be of importance for the patient to participate in at most 
stages of the care pathway. These include: 
 
• Asking healthcare staff if they have washed their hands before treating them 
– to reduce their susceptibility to infection. 
• Checking medication – to prevent drug-related prescribing or administration 
errors. 
• Checking medical notes –to identify inaccuracies and mistakes in their records 
(e.g. incorrect medications recorded, wrong site of amputation recorded).  
• Notifying staff about problems related to hospital identification wristbands – 
at any stage during the hospitalisation period the patient should notify staff if they 
do not have an identification wristband on or if the information on their wristband 
is incorrect; this could help to prevent the likelihood of errors related to patient 
misidentification.  
 
 
2.5.2. Classifying the properties of safety-related and health-related behaviours 
 
It can be seen in Figure 2.1 that differing types of behaviours are required at different 
stages along the temporal pathway. Despite these differences, some general principles 
can be established as to the nature of the behaviours, which may be classified 
according to three generic properties including the: 
 
1. actions required by the patient (e.g. asking questions, notifying staff of problems, 
observing care processes); 
 
2. characteristics of the action. (e.g. whether the behaviour is interactional or not); 
 
3. type of medical error that the action is trying to prevent/reduce (e.g. HAI’s, 
medication errors).  
 
The actions required by the patient and the types of errors patient participation in the 
behaviour could prevent have already been discussed in Section 2.3 and denoted in 
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Figure 2.1. In terms of the characteristics of the action this can be categorised in five 
main ways: 
 
• One-off vs. continuous – Some behaviours will only be relevant at certain time 
points on the patients care pathway whereas others will have more continual 
relevance with applicability to more than one time point. 
 
• Proactive vs. reactive – Some behaviours are ‘proactive’; they reduce the 
possibility of error before it can occur or (for more general health-related 
behaviours) involve engagement in behaviours to facilitate the post-operative 
recovery process. Conversely other behaviours are ‘reactive’; they aim to contain 
and ameliorate the consequences after an error or harm to the patient has occurred. 
 
• Interactive vs. non-interactive – some of the behaviours involve the patient 
engaging in dialogue with healthcare staff and thus can be described as 
‘interactive’. However, some behaviours are non-interactive, only involving the 
patient themselves.  
 
● Confrontational vs. non-confrontational – this is a subset of interactive 
behaviours. ‘Confrontational’ behaviours, by means of definition here involve 
activities which could be perceived (by patients and healthcare staff alike) as 
directly challenging the clinical abilities or professionalism of staff. Non-
confrontational behaviours on the other hand (interactive or non-interactive), 
are those behaviours that do not question the abilities of the clinician(s) in 
delivering safe high quality care. 
 
• Behaviours to prevent errors of omission vs. errors of commission - Some 
behaviours can mitigate the consequences of ‘potential’ errors of omission 
whereas others can mitigate ‘potential’ errors of commission.  
 
Thinking of safety-related behaviours in this way enables the properties of any safety-
related behaviour to be classified and defined. For example, a patient asking a 
healthcare professional to check they have received the right medication involves the 
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patient asking a question (i.e. the ‘action’) in order to prevent a medication error (i.e. 
the ‘type’ of error). The action comprises the following characteristics: Continuous; 
proactive; interactive; confrontational; preventing a potential error of commission.  
 
I suggest that using this classification system could provide a useful framework for 
the design, development and implementation of patient involvement in safety 
interventions at different time points in the patients care pathway. In order for such 
interventions to be effective however, it is necessary for them to take into account 
how the underlying processes of such involvement could impede participation. 
 
2.5.3. Barriers to patient involvement in safety  
There are qualitative differences in the types of safety-related and health-related 
behaviours that it may be desirable for elective surgical patients to engage in. 
Understanding the nature of these differences may help us also to understand why 
some behaviours may be more difficult for patients to engage in than others. For 
example, there are additional factors that modulate patient involvement in safety. 
These are pertinent to patients and staff and can be categorised as intrapersonal, 
interpersonal and cultural79 (see Table 2.2). 
 
 
Table 2.2. Examples of intrapersonal, interpersonal and cultural factors that could 
affect patient involvement in safety 
 
Intrapersonal factors (the 
patient) 
 
Interpersonal factors (between the 
patient and healthcare 
professional)  
 
Cultural factors  
Psychological vulnerability 
  
Communication   Professional 
defensiveness 
 
Feelings of powerlessness 
 
Differences in knowledge and beliefs 
(lack of shared mental models) 
 
Professional 
resistance 
Lack of knowledge  
 
Behaviours  
 
 
Negative attitudes  
Adapted from Howe79 
 
 
Intrapersonal factors – Patients may feel psychologically vulnerable (due to mental or 
physical illness or acute pain)32. It may also be difficult for patients to engage in 
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safety-related behaviours due to lack of knowledge (of how they can participate). For 
example, for a patient to undertake a behaviour that is continuous, proactive, 
interactive; confrontational and one that prevents a potential error of omission, (such 
as preventing any of their prescribed medications being missed by noticing and 
challenging a member of the healthcare team about it), the patient requires 
considerable cognitive resources (in terms of vigilance over a period of days and 
knowledge about their drug regimen) as well as emotional resources (in order to 
interact with and potentially challenge a member of the team providing care). 
Conversely a one-off, reactive behaviour, such as drawing attention to a wrongly 
marked surgical site, whilst still interactive and potentially confrontational, could be 
easier to achieve.  
 
Interpersonal factors- These relate to problems in communication between healthcare 
staff and patients. In order for the patient to get the best out of the clinical encounter 
the patient needs to be able to express clearly what their problem is and the doctor 
needs to describe the intended course of ‘treatment’ action in a way that the patient 
understands it. Research indicates however that both patients and doctors vary in their 
ability to this79-82. Furthermore, if healthcare staff do not think that patients should 
play a role in patient safety they may (intentionally or unintentionally) communicate 
this (verbally or nonverbally) to the patient. For example, if a patient asks a nurse to 
check the name and dose of the medicine prior to administration and the nurse 
expresses annoyance at being asked such a question, this could negatively reinforce 
the patient’s future engagement in this, and other safety-related behaviours.  
 
Cultural factors – A major barrier to patient empowerment and, in turn, patient 
involvement is professional defensiveness and resistance to move away from the 
paternalistic viewpoint that the ‘doctor knows best’83,84. Negative attitudes can impact 
largely on patient involvement with the status quo of the organisational culture a main 
cause for concern79,85. This may be particularly evident within the domain of safety. 
Patient involvement in safety is still in its infancy and a novel idea to many; the 
acceptability of which (from the patients and healthcare professionals’ perspective) is 
largely unknown. Cultural disparities may also exist among healthcare professionals – 
for example, preliminary evidence suggests doctors may be culturally averse to 
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increasing patient involvement due to the negative psychological impact that 
discussion of risk may have to the patient86.  
 
2.5.4. Formulating patient involvement in safety interventions 
I argue that classifying the properties of safety-related behaviours along with 
addressing the barriers to involvement in these behaviours, could help us to 
understand the optimal circumstances for involvement. 
  
Table 2.3 displays some of the key safety-related behaviours highlighted in this 
chapter in which the patients’ role could be particularly valuable. The properties of 
the behaviour (i.e. actions, characteristics, and type of error the behaviour is trying to 
prevent) and some of the (potential) barriers to patient involvement are presented.  
 
It is likely that, aside from those barriers detailed in Table 2.3 there will be a number 
of other factors or barriers that could affect patient involvement. In addition, the 
extent to which these barriers impede participation may vary from behaviour to 
behaviour and from patient to patient (dependent on a whole host of intrinsic factors 
to the patient).  However, given that work in this area is still in its infancy it was felt 
this would render Table 2.3 cumbersome without providing evidence based insights 
into the relative salience that each of these factors could pose on patients’ 
participatory levels.  For this reason at this stage, you will see that most of the 
behaviours listed in Table 2.3, in particular those that are interactive, comprise the 
same barriers to involvement. It is clear that much more work is needed in this area. 
However, this fact aside, what is also clear is that by classifying the properties of 
safety-related behaviours and highlighting the barriers to involvement the behaviour 
may entail, interventions to address these barriers and minimise their effects can be 
sought, which in turn, could  increase patient involvement.  
 
For example, for any interactive behaviour, if communication is improved between 
patients and healthcare professionals, patient involvement should become easier. 
Likewise, for any behaviour perceived by patients as confrontational, an increase in 
involvement could be observed if patients are given encouragement by healthcare 
professionals to participate.  
;
Table 2.3. Properties of safety-related behaviours and barriers to patient involvement  
 
Characteristic   
 
Actions   
 
Type of error 
action could 
prevent/mitigate 
 
Intrapersonal barriers   
 
Interpersonal barriers  
 
 
Cultural barriers  
1. One off vs. continuous 
One off  Verifying the surgical site  Wrong site surgery  - lack of knowledge  
- lack of cognitive resources  
- physical illness or acute 
  pain  
- perceived lack of control and 
capability in participating  
- lack of communication or 
inefficient communication 
between patient and staff  
- fear of causing offence to 
healthcare staff 
-fear of affecting the 
standard of care they receive  
 
-professional role of the 
healthcare staff, e.g. doctors 
may be more averse than 
nurses to some types of 
patient involvement  
- the culture of the healthcare 
organisation and the extent to 
which it encourages  patient 
involvement  
Continuous  Asking staff if they have 
washed their hands  
HAI’s  As above  As above  As above  
2. Proactive vs. reactive 
Proactive  Asking staff to check they have 
been given the right medication 
Medication error  As above  As above  As above  
Reactive   Notifying staff if they have an 
unanticipated adverse reaction 
to their medication (e.g. given 
a drug they are allergic to) 
Medication 
errors/adverse drug 
reactions  
As above  As above  As above  
3. Interactive vs. non-interactive 
Interactive  Notifying healthcare staff if 
their hospital identification 
bracelet contains inaccurate 
information   
Any type of error of 
misidentification   
As above  As above  As above  
Non-interactive  Bringing all medications and a 
list of allergies (if any) into 
hospital 
Medication error  - lack of knowledge  
- lack of cognitive   
  resources  
- perceived lack of control  
Not applicable  - the culture of the healthcare 
organisation and the extent to 
which it encourages  patient 
involvement 
4. Confrontational vs. non- confrontational 
Confrontational Asking healthcare staff if they 
have washed their hands  
HAI’s - lack of knowledge  
- lack of cognitive resources  
- lack of communication or 
inefficient communication 
-professional role of the 
healthcare staff   
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- physical illness or acute 
  pain  
- perceived lack of control and 
capability in participating  
between patient and staff  
- fear of causing offence to 
healthcare staff 
-fear of affecting the 
standard of care they receive  
 
- the culture of the healthcare 
organisation and the extent to 
which it encourages  patient 
involvement  
Non-confrontational Proving information to 
healthcare staff about  current 
symptoms and past medical 
history  
Misdiagnosis  - lack of knowledge  
- lack of cognitive resources  
- physical illness or acute 
  pain  
- perceived lack of control and 
capability in participating  
 
- lack of communication or 
inefficient communication 
between patient and staff  
 
-professional role of the 
healthcare staff   
- the culture of the healthcare 
organisation and the extent to 
which it encourages  patient 
involvement  
5. Behaviours to prevent errors of omission vs. errors of commission
Errors of omission A nurse forgets to wash their 
hands before treating a patient, 
the patient realises and 
questions the nurse before they 
treat the patient 
HAI’s - lack of knowledge  
- lack of cognitive resources  
- physical illness or acute 
  pain  
- perceived lack of control and 
capability in participating  
- lack of communication or 
inefficient communication 
between patient and staff  
- fear of causing offence to 
healthcare staff 
-fear of affecting the 
standard of care they receive  
 
-professional role of the 
healthcare staff   
- the culture of the healthcare 
organisation and the extent to 
which it encourages  patient 
involvement  
Errors of commission A patient gets given the wrong 
medication, the patient realises 
and notifies a member of 
healthcare staff 
Medication error As above  As above  As above  
2.6. Chapter overview    
In the first part of this chapter I summarised the different ways that patients can 
contribute to healthcare safety. In the second part of this chapter I took the work one 
step further and showed how by mapping out the patients care pathway (using surgical 
patients as an example), various opportunities for involvement in safety-related 
behaviours can be delineated.  
 
I presented a classification system to outline the properties that different safety-
related behaviours comprise. I also described some of the key intrapersonal, 
interpersonal and cultural factors that could act as barriers to patient involvement. I 
suggest that a patient’s decision to participate in safety-related behaviours is 
formulated by the assimilation of all their requisite knowledge about the properties of 
the behaviour, their knowledge, willingness and ability to participate (i.e. the 
prerequisites of involvement) together with factors that could impede (i.e. barriers) 
participation. In addition, it is likely that a whole arena of other factors (e.g. patient 
demographics, and stage of the trajectory) could pose a mediating effect.  
 
To the best of my knowledge this is the first piece of work that has attempted to 
conceptualise patient involvement in safety in this way. Further work is needed to 
examine the way in which safety-related behaviours comprising different properties 
may create disparities in patients’ willingness to take on an active role. In addition, 
current attempts (e.g initiatives, interventions) to engage patients in the safety of their 
healthcare need to be examined and evaluated and lessons learnt to inform the design 
of future interventions that can more effectively engage patients. These issues will be 
addressed in the review work that proceeds in the following chapters.  
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CHAPTER 3   
 
 
Current attempts to engage patients in patient safety 
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 3.1. Introduction  
In Chapter 2 I discussed how in order for patients to contribute to the safety of their 
healthcare management they must first require the requisite knowledge and ability to 
do this; second, they must be willing to participate. One way in which patients’ ability 
and willingness to participate in safety-related behaviours could be improved is 
through the use of patient education resources. At present however, published work 
on informational resources currently available for patients aimed at encouraging 
participation in safety-related behaviours is sparse.  There is a significant need 
therefore to delineate current initiatives in place and critically appraise the 
effectiveness of these resources (in terms of encouraging patient involvement). The 
findings should be used to help inform the design and implementation of future 
initiatives in this area.  
 
To date, to the best of my knowledge only one paper has been published (in 2005) 
that has examined patient involvement in safety resources87. The publication analysed 
the content of key safety-related factsheets/brochures introduced by four leading 
patient safety organisations in the USV; informants’ views on the factsheets were also 
sought including, those individuals well-placed by virtue of their position in key 
organisations and individuals from academic, clinical, consumer or healthcare 
administrative backgrounds who are actively involved in the patient safety field. The 
authors concluded that very little is known about the effects of the dissemination of 
safety-related information to patients and several grounds of concern were raised; 
namely, that the patients’ perspective is rarely considered in the design stage of the 
materials and patients may be given little practical support to carry out the 
recommended actions. In addition, several key informants expressed concerns about 
inappropriately shifting responsibility for the safety of professionally delivered 
healthcare onto the patients. A number of priorities for future research were raised, 
many of which centred on the need to elicit patients’ views on these factsheets (i.e. 
their content and layout) and how effective they may be at encouraging patient 
participation.   
 
                                                 
V The advisories were the Agency for Healthcare Research and Quality (AHRQ), Department of Health 
and Human Services (HHS) (including the arm of the Agency of Healthcare Research and Quality) 
with the American Hospital Association and American Medical Association, the Joint Commission on 
Accreditation of Healthcare Organisations and the National Patient Safety Foundation.  
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 In this chapter I will build upon this previous work; I aim to do this in two main ways: 
 
1. by identifying and reviewing some of the key patient involvement in safety 
initiatives that are currently in place not only in the US but also in the UK; 
2. by extending the search – in addition to leaflets, patient-focussed videos will 
also be reviewed – the latter of which could be equally important at 
encouraging patient involvement in safety.  
 
Where applicable in this chapter I refer collectively to leaflets and videos as 
‘initiatives’. 
 
 
3.2. Method 
An internet search on a number of health care and patient safety organisations and 
coalitions was conducted from June 2008-July 2008 to identify written material in the 
form of leaflets, factsheets or brochures and verbal information in the form of video, 
aimed at encouraging patient participation in safety-related behaviours. I focussed my 
search specifically on organisations in the US and UK; I did this for two reasons:  
 
1) the US is the only place which has published data in this area of work and so I 
wanted to build upon this previous work; 
2) the UK is where my empirical work in this thesis was carried out so it is 
important to examine what patient safety-related initiatives are currently in 
place in this context.  
 
The patient safety organisations that I consider in this chapter were chosen using the 
following steps. First, I asked local and international experts within the patient safety 
field for their expert opinion on which organisations I should examine. Second, an 
internet search was performed using different search engines to examine which 
patient safety organisations were most frequently retrieved when entering the 
following search terms ‘patient safety’ and ‘patient safety organisations’ and ‘medical 
errors’. The search was performed independently by two different researchers; a 
mutually agreed decision was then reached on which organisations should be included 
in the review.  
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 3.2.1 Inclusion criteria for initiatives  
Table 3.1 details the inclusion criteria for the initiatives discussed in this review.  
 
 
Table 3.1: Inclusion criteria for initiatives  
 
Criteria  
 
Rationale  
The initiative is aimed at patients and contains written 
information in the form of a printable stand alone leaflet, 
factsheet or brochure, or verbal information in the form of a 
video that is publicly accessible. 
At present no attempts have been 
made to synthesise current safety-
related educational resources for 
patients in the form of 
leaflets/factsheets or video.  
The initiative has relevance to an inpatient cohort – this could 
be either: 1) a leaflet/video which is part of a larger campaign 
(i.e. a series of leaflets/videos) that has relevance to a hospital 
patient cohort but this does not mean that all the other 
leaflets/videos in the campaign necessarily have relevance to 
this particular cohort, or; 2) a stand alone leaflet/video that has 
specific reference to the hospital patient cohort.   
 
This is the cohort of patients that I 
am examining in my empirical work. 
The initiative actively encourages patients to participate in 
safety-related behaviours in order to reduce their susceptibility 
to medical errors (as opposed to just providing information on 
illnesses or different aspects of healthcare treatment).  
 
This is the topic of interest of my 
thesis. 
 
The primary focus of the initiative is on the role of the patient 
in patient safety as opposed to the role of the patient advocate.   
While the role of the patient 
advocate in patient safety is an 
important topic of investigation it is 
beyond the scope of my thesis.   
 
The initial scoping of the relevant literature revealed that the majority of patient-
focussed initiatives that were retrieved were in leaflet format as opposed to video 
format. Given the disproportionate number of patient involvement in safety videos 
that were found in key organisations, I purposefully made the search for this particular 
medium more conservative by broadening the number of organisations I searched for 
relevant information. The words ‘patient safety video’ was entered into different 
search engines. Again the search was performed by two researchers independently. 
The results of the search were discussed and the suitability of the (retrieved) videos to 
the specific aims of this chapter were discussed, agreed upon and finalised.  
 
 
3.3. Results  
This results section will be split into four parts. First, I present the results from the 
initial scoping and screening of the literature. Second, I discuss the initiatives that 
were included in the review, the safety-related behaviours that were recommended in 
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 the initiatives and the area of patient safety to which they relate. Third, I outline the 
key types of errors that patient engagement in the recommended behaviours could 
help to prevent. Fourth, I examine the descriptive information in some of the 
initiatives in terms of what they tell patients about the nature and scale of the problem 
of medical errors. Here, findings from the UK and US are compared and contrasted. 
The extent to which patients’ views were sought when designing the initiatives and 
patients baseline knowledge about these initiatives is also explored.  
 
 
3.3.1. Results from initial scoping and screening of relevant literature  
 
The written initiatives chosen for the review were all part of major campaigns from 
key organisations in the UK (National Patient Safety Agency (NPSA) and the US 
(Agency for Healthcare Research and Quality (AHRQ) Joint Commission on 
Accreditation of Healthcare Organisations (JCAHO), and National Patient Safety 
Foundation (NPSF).VI  
 
In terms of ‘video’ relevant material was found in only one key national patient safety 
organisation in the US (NPSF), the other videos were produced by Four Leaf 
Enterprises, an independent Chicago-based film production company; Lehigh Valley 
Hospital and Health Network (LVHHN), an academic hospital, and; 
Centrahealth.com, a non-profit healthcare system aimed at improving the services of 
Centra Lynchburg General and Centra Virginia Baptist hospitals.  
 
The findings of the web search revealed that in the UK at present there are no patient-
focussed videos in the specific context of safety that are publicly accessible for 
patients. For this reason, to gain an idea of the types of videos that may be released in 
the UK in the near future, a patient involvement in safety video which is not yet 
available for public release was included in the review. The video, developed by 
fellow colleagues at Imperial College London strongly advocates the importance of 
                                                 
VI For this chapter I use the term ‘campaign’ to refer to those initiatives that comprise a number of 
leaflets under one main umbrella heading, e.g. the NPSA’s ‘Please Ask’ campaign, or a series of 
leaflets in which the organisation have maintained consistency in the leaflets in terms of layout, 
formatting and detail of information included. 
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patient engagement in safety-related behaviours. At present the video is being 
evaluated; the intention is to roll the video out for public release across the NHS.  
 
3.3.2 Organisations and initiatives included in the review  
In this section of the results I discuss the initiatives and organisations that were used 
for this review. In total initiatives from 8 organisations were examined comprising 2 
organisations from the UK (NPSA and Imperial College London) and 6 organisations 
from the US (AHRQ, JCAHO, NPSF, Centrahealth.com, Four Leaf Enterprise and 
LVHHN). The disproportionate number of organisations studied here from the UK 
and US is reflective of population disparities– given the size of the US compared to 
the UK there are more organisations (in the US) that are involved in patient safety-
related work.  
 
Table 3.2 details the organisations from which initiatives/campaigns were derived. A 
summary is provided on the key safety-related behaviours the initiatives recommend 
patients to participate in and the primary errors participation in these behaviours could 
help to prevent or mitigate the effects of (when errors have occurred). For a more 
detailed account of each of the initiatives please refer to Appendix 3.1.  
 
 
3.3.3. Errors that patient engagement in the recommended behaviours could help 
to prevent.  
 
The initiatives in Table 3.2 were comprehensively examined by two reviewers 
independently. The instructions/advice given to patients was grouped into the 
different types of errors that the initiatives are trying to encourage patients to help to 
prevent. The key errors identified that patients could have a key part in preventing (or 
mitigating the effects of when they do occur) are listed in Table 3.3. You will see that 
most these errors are specific and relate to only one area of patient safety (e.g. HAI’s, 
medication errors). However, some of the initiatives encouraged patients to check 
they have their hospital identification wristband on or to confirm with healthcare staff 
who they were before they receive treatment in order to prevent errors in patient 
identification. These types of ‘misidentification’ error have been labelled as generic 
because they could lead to many of the specific errors cited in Table 3.3 including 
wrong site surgery, medication errors and errors in test results. 
 Table 3.2 Patient involvement in safety initiatives in key organisations in the UK and US  
 
Organisation/
Developer 
 
Initiative (date) 
 
Behaviours campaign/initiative  encourages 
patient to participate in  
 
Primary errors the campaign/initiative is  trying to prevent/mitigate  
1.1 UK organisations – written information  
 
1.1.a. NPSA ‘Please Ask’ campaign (2006 
onwards) - 8 leaflets in total 
 
 
 
 
 
 
 
 
 
- Inform staff  of any known drug allergies  
- Ask staff if they have washed their hands  
- Confirm name and information about you is 
  correct  
- If you are having an operation check all the 
  details on consent form are correct; if you are 
  having an operation get the surgeon to mark 
  the site   
- Tell staff if you may be pregnant before you 
  have treatment/X-rays 
- Report problems or errors to NPSA 
 
- Check you are asked your identification and   
 that your details are checked against each bag 
 of blood 
- Medication errors 
- HAI’s  
- Any type of misidentification error  
 
- Wrong site surgery and other surgical errors   
 
 
 
- Errors in tests 
 
- Reports of when things go wrong can highlight national trends and practical ways of 
  preventing problems can be sought 
- Blood transfusion errors  
1.1.b. NPSA 
 
 
‘Patient briefings’ Campaign 
(2004 onwards) - 
15 leaflets in total 
 
- If you are not given an identification 
 wristband in hospital, or if information on  
 wristband is incorrect notify staff 
-Know what warning signs to look out for if  
 your medicine is not working properly;  
 ensure treatment is monitored properly by 
 healthcare staff; if you are given a morphine 
 or diamorphine injection and feel drowsy or 
 suffer side effects notify staff immediately 
- Ask the surgeon/healthcare staff to mark 
 the surgical site or check the correct site for  
 surgery has been marked  
- Tell staff  if you have a latex allergy   
- Ask staff if they have washed their hands  
- Notify staff of your name and date of birth 
 and get hem to check the details on your  
 wristband before you are given blood  
- Keep a record of blood test results  
- Misidentification errors 
 
 
- Medication errors or complications or adverse drug events  
 
 
 
 
 
- Wrong site surgery  
 
 
- Errors related to latex allergies 
- HAI’s  
- Blood transfusion errors  
 
 
- Errors in test results   
 41
 
 
  
1.2 UK organisations – verbal (i.e. video) information 
 
1.2.a. Imperial 
College 
London  
The PINK patient safety video 
(2007) 
- Ask staff if they have washed their hands  
 
-Notify staff if they have not received their  
 medication when they should have; notify 
staff of drug allergies 
- HAI’s 
 
-Medication errors  
 
 
2.1. US organisations – written information  
 
2.1.a.1 AHRQ ‘Quick tips’ campaign   (2007) 
-  4 leaflets in total 
 
 
- Bring medicines you are taking to show  
  doctor and inform doctor of drug allergies; 
  check details on prescription are correct  
- Ask doctors if they have washed hands  
- Ask the surgeon their experience with  
  performing the operation  
- Ask questions about how and why the test is  
  being done; always check if you have not  
  received the results of  a test and/or if you  
  think the test results could be wrong have it  
  done again  
- Medication errors  
 
 
- HAI’s  
- Surgical errors  
 
- Errors in test results  
2.1.a.2. AHRQ Campaign – ‘20 tips’ (2000) - 
1 leaflet (2 leaflets if including 
the version for children)  
 
  
-Inform healthcare staff about all medications  
 and allergies; ask questions about your  
 medication regimen and side effects; check  
 the details of medicines you are prescribed  
- Choose a hospital that has performed a high 
  number of the procedure you require 
- Ask healthcare staff if they have washed  
  their hands  
- Check if you are having surgery the correct  
  site has been marked   
- Ask the results of test results  
- Medication errors   
 
 
 
- Errors related to choosing a treatment provider   
 
- HAI’s  
 
- Wrong site surgery  
 
- Errors in test results  
2.1.b. JCAHO   ‘Speak up’ campaign (2002) - 
11 leaflets in total 
 
 
 
- Ask surgeon to mark surgical site; ask the  
 provider how many times they have  
 performed the operation 
-Ask staff to check if you think you have been  
 given the wrong medication; ask about your  
 medication regimen and side effects; tell staff  
- Wrong site surgery and surgical errors 
 
 
- Medication errors  
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   about current medication regimen; make a list 
  of medication regimen with caregiver  
- Notify staff if you think you have been 
  confused for another patient make sure staff  
  check your wristband before giving you 
  treatment  
- Ask staff if they have washed their hands;  
  make sure healthcare staff wear gloves (if  
  necessary) before treating you 
- Check staff confirm who you are before they 
  do any tests; tell staff if you have not  
  received the results of a test  
 
 
- Misidentification errors  
 
 
 
-HAIs  
 
 
- Errors in test results  
 
 
2.1.c. NPSF ‘What you can do’ campaign 
(2003 onwards)  - 5 leaflets in 
total 
 
 
 
  
- Ask healthcare staff if they have washed  
 their hands; notify staff if your wound  
 dressing needs changing or if your catheter or 
 drainage tube becomes lose  
- Notify doctor of any medicine you are 
 taking; make sure you understand your   
 medication regimen post-discharge; check  
 you have been given the correct drug; ask  
 about side effects and how to take medicine.   
- Choose a provider with experience in the 
 procedure you require. 
- HAI’s 
 
 
 
- Medication complications, reactions or errors  
 
 
 
- Errors related to choosing a treatment provider   
 
2.2. US organisations verbal (i.e. video) information
2.2.a 
Centrahealth.co
m 
Patient safety video (not clear) - Inform staff about current medication 
  regimen and allergies; notify staff if you  
 think you are being the wrong medication  
- Ask staff if they have washed their hands   
- Medication errors  
 
 
- HAI’s  
2.2.b. Four leaf 
Enterprise  
Things you should know before 
entering hospital (2005) 
-Unable to access (only available for fee)  -Unable to access video but text on website mentions that main errors the video is trying to 
 prevent are wrong site surgery, medication errors and HAI’s  
2.2.c. Lehigh 
Valley Hospital 
and Health 
Network   
Patient safety video (2004) -Unable to access (not publicly available)  
 
-Unable to access video but text on website  mentions the video addresses the following 
areas: treatment plan; medication safety; falls; surgical site identification; hand washing, 
and; discharge planning  
2.2.d. National 
Patient Safety 
Foundation 
Your role in making healthcare 
safer (Not clear) 
- Unable to access (only available for fee)  -Unable to access video but text on website mentions it encourages patients to inform 
doctors of medication regimen and participate in other more general health-related 
behaviours. 
 In addition some of the initiatives encouraged patients to report errors to a national 
patient safety organisation. Patients’ reports could cover any type of error and thus 
help to (potentially) reduce any number of future errors in the healthcare system. For 
this reason this category has also been referred to as ‘generic’.  
 
 
Table 3.3. Main types of errors that the initiatives were trying to prevent  
 
Type of error patients could help 
prevent  
 
Leaflets  Video  Total  
 UK  US UK  US  
Specific errors       
Medication errors or complications  7 11 1 4 23 
HAI’s  4 5 1 3 13 
Surgical errors (e.g. wrong site 
surgery) or complications  
3 5 0 2 10 
Errors in test results  2 3 0 0 5 
Errors related to choosing a 
treatment provider  
0 2 0 0 2 
Blood transfusion errors  2 0 0 0 2 
Errors associated with latex  1 0 0 0 1 
Generic errors       
Errors of misidentification  3 2 1 0 6 
Reporting an error to a national  
patient safety organisation  
2 0 0 0 2 
 
Total  
 
24 
 
28 
 
3 
 
9 
 
64 
 
 
Closer examination of the content of initiatives revealed that there were 6 main 
actions which patients should engage in to help prevent errors, these comprised: 
 
1. Asking questions – if they want to find out more information/require 
clarification or if they think there could be a problem in their care; 
2. Information provision - ensure that healthcare staff know all relevant medical 
and health-related information; 
3. Notify – healthcare staff if they think there has been a problem or error in their 
care;  
4. Information gain – learn about treatment regimen and condition;  
5. Monitoring – check they have been given the correct treatment/procedure; 
6. Reporting – an error to a national patient safety organisation. 
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 3.3.4. Descriptive information on the epidemiology of errors and the design and 
dissemination of the initiatives:  Comparing the findings between the UK and US 
 
In this section the content of some of the key initiatives are examined in more detail in 
relation to the level of information they provide to patients about the epidemiology of 
errors and the extent to which the patients’ perspective was included at the design 
stage. Table 3.4 overleaf displays the leaflets and videos that I subjected to further 
review. Table 3.4 clearly illustrates that with the exception of one organisation 
(AHRQ), there is a paucity of information provided to patients on the nature and 
spread of errors in healthcare and the severity and preventability of such occurrences. 
In addition, all the websites (from which the initiatives derive from) fail to include 
any information on the extent to which the patients’ perspective was incorporated in 
the design of the initiatives or provide any information on patients baseline 
knowledge about these initiatives.  
 
3.4 Chapter overview and general discussion  
In this chapter I have reviewed some of the key patient involvement in safety 
initiatives introduced by organisations in the UK and US. The findings of the initial 
scoping exercise revealed that there were significantly more written information 
resources available to patients than information in video format.  
 
The main errors that were identified in the initiatives that patients could help to 
prevent were medication errors (e.g. monitoring they are given the correct drug and 
dose), HAI’s (e.g. asking healthcare staff if they have washed their hands), and 
surgical errors (e.g. asking the surgeon to mark the surgical site to prevent wrong site 
surgery).   
 
A number of different actions were identified that patients could perform to help 
prevent these errors. Broadly speaking these could be classified into:  
- asking questions; 
- providing information;  
- notifying staff of errors; 
- information gain; 
- monitoring treatments and procedures;  
- reporting errors to national organisations. 
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 Table 3.4 Safety-related information in the content of selected key initiatives    
 Medium of initiative 
 
 Leaflet Video 
Advisory  (origin of development)  Joint commission (US) 
 
AHRQ (US) NPSA (UK) LVHHN (US) Imperial College London 
(UK) 
Name of leaflet/campaign  
 
Speak Up  20 Tips  Please Ask  The ‘Patient Safety 
Video’ 
The ‘PINK’ patient safety 
video  
Issue date  2002 2000 2005 Developed in 2004 Developed in 2007 
Format  Written information  Written information  Written information  Verbal information   Verbal information   
Is an explanation/definition of what 
medical errors are provided?  
No information  Yes medical errors 
happen when something 
that was planned as part 
of a medical care doesn’t 
work out, or when the 
wrong plan was used in 
the first place.  
No information  No information  No information  
Is the incidence rate of medical 
errors provided? 
 
No information  Yes the Institute of 
Medicines estimate of 
44-98,000 
No information  No information  No information  
Is information on the outcome of 
errors given – i.e. does it suggest 
that all errors cause harm?  
No information  No information  No information  No information  No information  
Do they explain that not all errors 
are preventable?  
No information  No information  No information  No information  No information  
Was the patients’ perspective 
provided?  
No information  No information  No information  No information  No information  
How much do patients use leaflets?  No information  No information  No information  No information  No information  
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 At present however we do not know how patients view participation in these actions, 
or how their attitudes may vary dependent on the type of error they are trying to 
prevent.  I have already suggested in Chapter 2 how patients’ preferences for 
involvement in safety will be influenced by the nature of the properties of the safety-
related behaviour together with the extent to which patient posses the prerequisites for 
involvement (knowledge, ability and willingness to participate). However, it is likely 
that a number of other factors may pose a mediating effect. For example, if we 
consider data from the wider paradigm of patient involvement in healthcare (in this 
case surgery), women tend to have higher informational needs than men88. In addition, 
women and younger patients have less satisfaction with information than their 
counterparts89-91. A patient’s health state also seems to affect the need for information. 
For example, prior to surgery critically ill patients may be more concerned about their 
health and survival until the surgical procedure92,93 but all patients (critical vs. non-
critical) benefit from the pre-admission information94. The extent that these findings 
could be applied to the specific context of safety however remains to be determined.  
 
In Section 3.3.4 I subjected a number of the initiatives in the review to further 
examination; several important issues were raised that need addressing. First, only one 
of the leaflets (and neither of the videos) actually provided a definition of medical 
errors. If we are to encourage patients to participate in reducing their susceptibility to 
errors we first need to ensure that patients have a basic understanding about error  – 
put more simply patients cannot be expected to help prevent errors if they do not even 
understand what it is they are actually trying to prevent.  In addition, only one of the 
initiatives described the incidence rate of errors; but even this was for ‘All’ types of 
errors rather than individual figures for different types of errors.  Furthermore, none of 
the initiatives explained that not all errors result in harm or are preventable. The 
information in the leaflets could therefore create an unrealistic perception among 
patients that all medical errors are serious and an expectation that medical errors 
should never occur in healthcare. For example, the incidence rate of wrong site 
surgery is actually very low95,96. However, some patients undergoing surgery may not 
know this, thus if they read the information in these initiatives this could engender the 
misconception that if they do not participate in surgical-related safety behaviours, 
they may experience a surgical error, such as being operated on the wrong limb.  
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 Second, it is not clear whether the patients’ perspective was included in the design 
stage in any of the initiatives. A core issue with patient involvement in safety tools (as 
with any educational tool) is their ‘usability’ – in other words the extent to which they 
take the actual users’ (i.e. in this case the patient) needs and capacities into account. 
When judging the suitability of these initiatives to patients (i.e. whether they meet 
their needs) 3 things are essential97; the material must contain the information the 
patient:  
 
1) wants;  
2) needs; 
3) understands.   
 
With the dissemination of safety information becoming more widespread it is 
imperative that the efficacy of these initiatives in terms of appropriateness, 
accessibility and comprehensibility are researched and evaluated from the patients’ 
viewpoint.  
 
Third, while this review has shown that a number of patient-focussed initiatives have 
been available to the public for several years now in the UK and the US we do not 
have a clear understanding of patients level of baseline knowledge about these 
initiatives. We need to investigate whether patients know about the initiatives, how to 
access them and how accessible this information is to them. Finally and perhaps most 
importantly we need to investigate to what extent patients would be willing to adhere 
to the recommendations in the initiatives.  
 
Fourth, the most effective method for imparting safety-related information to patients 
is not yet clear.  
 
Fifth, while the development and implementation of these initiatives are well 
intentioned, the extent to which they are effective is unclear. There are 2 levels of 
effectiveness: 1) how the initiatives help to encourage patient participation, and; 2) 
how medical errors could be reduced as a result of the initiatives increasing patient 
involvement in safety-related behaviours.   
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 The issues that have been addressed in this chapter will be examined in the systematic 
review in Chapter 4 and 5 of this thesis and the empirical work that follows it.   
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CHAPTER 4   
 
 
How able and willing are patients to participate in safety-related 
behaviours? A systematic review   
 
Part One: Conduct and analysis of review and key methodological 
findings   
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 4.1. Introduction  
In the chapter leading up to this of work I have drawn attention to the important role 
that patients can play in reducing or preventing medical errors in healthcare. I have 
also highlighted some of the key initiatives currently in place aimed at encouraging 
patient participation in this area. At present however, empirical data within this 
paradigm is lacking; we do not have a clear understanding of how and when to 
involve patients in the safety of their healthcare, what strategies or initiatives most 
effectively engage patients and what factors may facilitate or impede patient 
participation. These questions remain difficult to answer not only due to infancy of 
the topic itself but also due to the complex interplay of factors that could influence the 
involvement of the patient. 
 
At present there is only one review that has synthesised (in part) data on patient 
involvement in safety in a systematic manner. The review conducted by Coulter and 
Ellins and published in 2006 outlined patient-focused interventions aimed at engaging 
patients in helping to facilitate safer provision of healthcare10. Five main areas were 
studied; infection control initiatives, adherence to treatment regimes, patient reporting 
of adverse drug events,  preventing wrong site surgery and equipping patients for 
safer healthcare (in terms of reducing any type of medical errors).  The key findings 
of the review are presented in Table 4.1.  
 
Given this review is the first of its kind to systematically explore and evaluate patient-
focussed interventions within the context of safety, the value of the work should not 
be overlooked. However there is considerable scope for future research in this area. 
Indeed, the authors set out a number of recommendations for future work and argued 
that research should be orientated around the following objectives: 
 
- to investigate the factors influencing patients’ willingness and ability to be 
involved in the safety of their care;  
- to identify the issues and settings where patient involvement is most 
achievable and will have the greatest impact; 
- to examine how patients’ experience and views of medical errors/adverse 
events, and their potential for involvement in safety improvement, is shaped 
by demographic and other personal characteristics; 
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- to evaluate the effectiveness of current patient-focused initiatives for safety 
improvement; 
- to explore barriers to the development and implementation of patient-focused 
safety initiatives, and ways of overcoming these; 
- to identify the organisational changes that are needed to create a patient-
oriented patient safety culture; 
- to examine which techniques (e.g. posters, question sheets, staff badges) are 
most effective in encouraging and supporting patients to openly raise safety 
concerns with healthcare professionals; 
- to establish the incidence and nature of medical errors and adverse events in 
primary care and other non-acute settings. 
 
In the current chapter I will build on the findings of this review by drawing upon 
Coulter and Ellins recommendations on priorities for future research within the patient 
involvement in safety field.  
 
4.2. Aims  
The overarching aim of the review is to systematically evaluate empirical data that 
can help to explain how willing and able patients are to participate in 5 key areas of 
patient safety (the rational for choosing the below areas of involvement is provided in 
Section 4.3): 
 
- participating in infection control initiatives  
- contributing to safe medication use  
- incident reporting  
- choosing a treatment provider  
- preventing errors of misidentification  
 
In order to develop a comprehensive understanding of the intrinsic and extrinsic 
factors that could mediate patients’ views and subsequent participatory behaviours, 
patients’ attitudes on healthcare safety in general will also be considered in addition to 
the above areas of interest. In other words, how often patients think errors in general 
(i.e. the overall rate of errors in care) occur in healthcare. In this chapter these will be 
referred to from hereon as ‘generic attitudes’ towards errors. 
 Table 4.1 Key findings from Coulter and Ellins systematic review   
 
 
 
Infection-control 
initiatives  
Adherence to treatment regimes  Direct reporting of 
adverse drug events  
Equipping patients for 
safer healthcare  
Preventing wrong site 
surgery  
Total number of 
studies evaluated  
5 20 2 3 1 
Number of studies 
and strength of 
evidence  
- 4 uncontrolled 
observational 
studies  
- 1 multi-method 
evaluation  
- I NHS Health Technology Assessment 
systematic review  
- 6 systematic reviews, no independent 
assessment found  
- 6 Cochrane systematic reviews  
- 1 systematic review, no independent 
evaluation found  
- 6 systematic reviews with one or more of 
the following limitations – selection criteria 
limited, out of date scale used to assess 
validity, insufficient information on study 
selection or statistical information, 
publication bias, or methods of data 
extraction and search terms and scope were 
limited 
- 2 uncontrolled 
observational studies  
- 1 systematic review – 
limited as authors failed to 
explore differences 
between trials  
- 1 multi-method 
evaluation 
- 1 single randomised 
controlled trial   
 
 
- 1 uncontrolled 
observational study  
Patients’ 
knowledge and 
information recall  
Not known  Improved with educational interventions  Patients are willing to 
report adverse drug 
events (ADE’s) and 
capable of providing 
adequate medical 
information  
Some evidence of 
improved patient safety 
knowledge following an 
educational video  
Not known  
Patients’ 
experience, 
including 
communication 
and psychological 
outcomes  
Not known  Not known Not known  Personalised medicines 
information has no effect 
on patients’ experience of 
care. Educational video 
improved patients’ 
confidence to ask question 
and raise concerns 
Not known  
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Health services 
utilisation and cost 
Increased use of 
antiseptic products, 
and potentially 
significant savings 
if rolled out across 
the NHS 
Most effective interventions are complex 
and intensive, and may not be cost-effective 
in real-world settings  
Not known  Not known  Not known 
Health behaviour 
and health status  
Improved hand 
hygiene among 
health workers and 
increased patient 
checking practices  
Patient education alone does not increase 
adherence, but is effective when combined 
with other strategies (e.g. counselling, 
reminders or self-monitoring). Adherence 
improved with behavioural and affective 
strategies  
Not known  Mixed evidence for 
impact on error rates and 
adverse events  
Evidence of variable 
patient compliance with 
requests to mark the 
surgical site. 
Taken from Coulter and Ellins 200610 
 
 In addition, patients’ attitudes towards improving the safety of healthcare in general 
will be explored (i.e. attitudes towards preventing different types of errors rather than 
patients’ attitudes towards one specific type of error); these are referred to in this 
chapter as ‘attitudes towards improving the safety of healthcare in general’.  
 
Breaking this down, I aimed to investigate both specifically (in terms of the 5 
aforementioned areas of involvement) and generically (in terms of generic attitudes 
towards errors and improving the safety of healthcare overall): 
 
1. Patients’ views on the epidemiology of medical errors in healthcare 
a. How safe do patients think healthcare is? 
b. Do patients perceive themselves at risk to medical errors? 
2. Patients’ views on participation in safety-related behaviours? 
a. Do patients think they could or should have a role in preventing 
medical errors? 
b. Do patients know how they could participate? 
c. Are there some behaviours that patients are more willing to participate 
in than others, and if so why?  
3. Patient-focussed interventions or initiatives aimed at encouraging patient 
participation in safety-related behaviours? 
a. What interventions have been tested in the patient involvement in 
safety paradigm?  
b. Which ones are effective and why?  
c. What is patients’ baseline knowledge of current patient involvement in 
safety leaflets or videos? (like those reviewed in Chapter 3).  
 
 
4.3. Areas of patient involvement: rationale for inclusion in the review   
In Chapter 2 and Chapter 3 a number of areas were highlighted in which the patients’ 
role in patient safety could be valuable. These areas of involvement were 
comprehensively examined and from this 5 main areas of involvement were chosen 
for the focus of this review. Table 4.2 details the areas of involvement, the rationale 
for why they were chosen and the key behaviours I am investigating that patients 
could participate in to help improve their safety in each of the respective areas.  
 55
 
 
 Table 4.2 Areas of involvement, rationale for inclusion and key behaviours that patients could participate in to help improve patient 
safety  
Area of involvement  Rational  Key behaviours - how patients 
could help  
Infection control initiatives HAI’s are the most common complication of hospitalised patient6. In most developed countries, 6-
10% of patients who go into hospital acquire an infection. Surgical site infections account for a 
large number of HAI’s98. In the Harvard Medical Practice Study, surgical wound infection was the 
second largest category or adverse events99. HAI’s are caused by a wide variety of micro-
organisms, often bacteria from our own bodies. Not all infections are preventable by any means, 
particularly with more complex procedures and older, frailer patients. However, there is 
widespread belief that many could be avoided by interventions such as the proper use of 
prophylactic antibiotics before surgery and hand hygiene among health care staff 100,101.   
- by asking healthcare staff if they have 
washed their hands prior to treatment 
administration. 
 
Medication safety Medication errors are one of the leading causes of adverse events102,103. Errors can occur at any 
stage of the process of prescribing, preparation or order and administration to the patient6. An 
overview of studies revealed that 2-14% of patients admitted into hospital will experience a 
medication error15. Prescribing errors are a particular cause for concern. Research which 
examined the rate of clinically meaningful prescribing errors in one British hospital by looking at 
written orders over a 4 week period found that from 36,200 orders written, prescribing errors were 
found in 1.5%, a quarter of which were potentially serious. These errors equated to about 150 
prescribing errors per week in hospital and 35 adverse events104.   
 
In addition, adverse drug events (defined here as ‘an injury resulting from medical intervention 
related to a drug’) occur in 6.5% of hospitalisations and present a major problem for 
healthcare105. A recent review of 10 studies from 4 different countries (US, Australia, France and 
Iran) reported that the median rate of adverse drug events (ADE’s) was 1.8%; a third of which 
were judged as preventable106. Furthermore, in the US according to a meta-analysis it was 
estimated that 106,000 Americans died in 1994 because of adverse reactions to drugs and 20 
times more hospital patients experienced serious adverse effects or reactions (ADRs)107. ADE’s 
and ADR’s (defined as any response to a drug that is noxious and unintended and which occurs at 
doses normally used in humans for prophylaxis, diagnosis and therapy)108 are not generally 
considered as errors, at least, on the part of healthcare professional. However, the nature and scale 
of the problem of such events could be substantially reduced with the patients help. 
- by checking the name and dose of the 
medication they are given.  
 
 
 
 
 
 
 
- learning how and when to take 
medication and what the expected side 
effects of the medication could be so 
patients can notify staff if any 
unanticipated effects occur.   
- reporting adverse drug effects or 
reactions to drug surveillance systems 
so that we can learn more about the 
drugs and under what circumstances 
adverse effects may be more likely to 
occur.  
Incident reporting In order to understand more about the aetiology of different types of errors, when they are most 
likely to occur and under what circumstances, it is important that lessons are learnt from past 
- reporting medical errors and adverse 
events to healthcare staff or 
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errors so that solutions can be developed to prevent similar occurrences in the future.  
Traditionally incident reporting systems have relied on healthcare professionals to report errors7-
9,109. However, research suggests that adverse event/error monitoring systems which are entirely 
reliant on doctors to report incidences, suffer from widespread under-reporting110,111. The patients 
could therefore provide an important account of what they think happened – this could 
complement healthcare professionals’ reports and be used collectively to provide a more objective 
account of what happened thus providing greater insight into epidemiology of errors.  
organisations or local or national 
incident reporting systems.  
Choosing a treatment 
provider 
The influential report published as a result of the Bristol Royal Infirmary Inquiry (mentioned in 
Chapter 2, Section 2.3.2) concluded that patients (or patient advocates) could help to reduce the 
likelihood of medical errors by choosing a healthcare provider with low morbidity or mortality 
rates of the procedure they require. Research from the wider arena of patient involvement 
suggests that, given the opportunity, most patients prefer to be involved in choosing their 
treatment provider112-114. For example, patients may choose a hospital based on waiting times 
or/and geographical location114,115. However, the extent to which patients consider the safety 
record of the hospital/doctor when making that choice is unclear116; this therefore needs to be 
investigated.  
- choosing a treatment provider based 
on the safety record of the hospital.  
Preventing errors of 
misidentification  
 
Patient misidentification is increasingly recognised as a widespread problem in healthcare 
organisations. Correct patient identification is an essential stage in the care process, with potential 
significant consequences arising if an error is made. It poses a challenge in hospitals because of 
the number of complex interventions that occur to patients, ranging from drug administration and 
phlebotomy to invasive procedures. Errors of misidentification can occur for many reasons but the 
reason that I am going to focus on in this review is errors that could arise as a result of problems 
or errors with hospital identification bracelets. Over a 12 month period (Feb 2006-Jan 2007) the 
NPSA received 24,382 reports of patients being mismatched to their care. It is estimated that more 
than 2,900 of these related to wristbands and their use117. However at present it is not clear the 
extent to which patients support the wearing of identification bracelets, and/or would notify 
healthcare staff if they had not been given a bracelet or if the information on the bracelet was 
incorrect.  
- wearing an identification bracelet and 
notifying healthcare staff if they do not 
have a bracelet or if the information on 
the bracelet is inaccurate.  
Note(s):  
- The term Healthcare Acquired Infection (HCAI) – i.e. any type of infection (not just those acquired in hospital) is used in addition to the term ‘ HAI’ where applicable in this chapter and the 
chapter that follows. 
- In addition to the above specific areas of research interest in Table 4.2, as mentioned in Section 4.2 patients’ generic attitudes towards errors and generic attitudes towards improving the 
safety of healthcare in general will be examined in this review. 
 Given the breadth of the review, for clarity purposes and ease of use for the reader I 
have broken the review down into two main parts which are presented over 2 
Chapters. In this Chapter I report on the conduct and analysis of the review and 
present the main methodological and contextual findings of the papers in the review. 
In the following chapter (Chapter 5) I present the key findings from the papers in 
relation to each of the areas of patient involvement studied in the review. I also 
delineate factors that could affect the relationship between patients’ knowledge, 
ability and willingness to participate in the different areas of involvement and their 
actual behavioural outcomes. I end Chapter 5 by synthesising and discussing the 
extant literature, highlighting the implications of the research findings and suggesting 
directions for future research within this paradigm.  
 
4.4. Method 
4.4.1 Formulating the research question 
In accordance with recommendations118,119 several factors have been considered 
which form an integral part of my research question.  
 
4.4.1.a The population   
The population under question are primarily patients but members of the public will 
also be given consideration. Here we consider each cohort respectively and the 
rational for including them. 
 
Patients  
If we are to effectively engage patients in the safety of their healthcare it is vital that 
we understand through the patients’ eyes what their attitudes are on medical errors 
and error prevention strategies. With this understanding we can delineate the known 
and putative factors that could influence patients’ decision making processes on 
whether (or not) to be involved. Such information can be translated into practical 
importance by informing the design and implementation of interventions aimed at 
encouraging involvement, from the patients’ perspective. 
 
Given this thesis is primarily focussed on the role that hospital patients can play in the 
safety of healthcare, the systematic review will pay specific attention to this cohort. 
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 However, as there is opportunity for the ‘able’ patient to participate in safety-related 
behaviours in any healthcare setting and at most stages of their care trajectory this 
review will consider data extracted from patients of any healthcare setting (e.g. 
primary, secondary and tertiary care). In addition, as patients are not a homogenous 
sample (e.g. they have different views, different illnesses, etc), by looking at the 
perspectives of ALL patients this will limit biases in data interpretation and provide 
greater opportunities for the generalisability of findings.  
 
Public  
The focus of this review is to investigate data on patient involvement in patient safety. 
It is fair to assume however that at some point in life most individuals either have 
been (or will be in the future) a ‘patient’. Thus, while the public are not patients per se 
their views nonetheless should be taken into account and integrated into any efforts to 
encourage patient participation in safety. 
 
4.4.1.b. Intervention  
Interventions aimed at encouraging patient involvement in safety-related behaviours 
will be examined. However, it should be noted that this is not the sole focus of the 
review and other data is also examined (e.g. patients’ attitudes towards medical 
errors). 
 
4.4.1.c. Outcome  
The outcome measures for the review have been drawn from the aims in Section 4.2. 
In summary, the review will consider the following outcomes: 
 
• Patients’ and publics’ knowledge of medical errors;  
• Patients’ and publics’ attitudes on patient involvement in specific safety-
related behaviours; 
• Patients’ and publics’ attitudes and/or involvement in interventions aimed at 
encouraging patient participation in safety. 
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 4.4.1.d.  Design  
There are opportunities for patients to participate in a range of safety-related 
behaviours in a variety of different contexts. To account for these behavioural and 
contextual disparities it is likely that researchers may utilise a variety of 
methodological designs to study this field of work. For this reason any design is 
applicable to this review.  
 
4.5 The research question  
The above factors were used to formulate the following research question: 
 
‘To what extent are hospital patients able and willing to participate in safety-related 
behaviours?’ 
 
4.6. Identifying search terms 
Due to the breadth of the review, prior to committing to the search terms a 
preliminary scoping of the potentially relevant literature was conducted to ascertain 
the nature and distribution of applicable studies. Based on this scoping exercise and 
shaped by the review questions, 3 main facets of interest were identified: 
 
• Facet 1- terms pertaining to patients’ knowledge and beliefs or publics’ 
knowledge and beliefs  (e.g. patients’ attitudes, patients’ opinions); 
• Facet 2 – terms related to patient participation (e.g. patient engagement, 
patient involvement); 
• Facet 3 – terms related to patient safety and safety-related behaviours (e.g. 
medical errors, iatrogenic injury, hospital-acquired infections). 
 
These facets were used to produce the search terms. This was done in a series of 
phases: 1) keywords from relevant articles that were brought up through the initial 
searching and scoping exercise; 2) brainstorming, and; 3) using an online thesaurus. 
By doing this I was conversant with the subject area and thus could ensure that all 
relevant terms were searched.  
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 4.7 Selecting databases to search  
The Ovid SP interface was used to search articles through 3 databases simultaneously:  
Ovid MEDLINE 1950-2008 (Nov, Week 3); EMBASE 1988 – 2008, (Week 48); and 
PsychINFO 1985-2008 (Nov, Week 4). Further information on the databases and the 
rational for why they were chosen for this review is included in Appendix 4.1. 
 
4.8 Limiting the parameters of the search  
A scoping exercise was run on the Keywords and MeSH terms constituting the facets.  
The first 100 articles were informally screened for relevance. Upon review of the 
selected articles it was apparent that many papers were not applicable to my review 
question. Based on these findings, keywords and MeSh terms were excluded from any 
further searches and search terms were limited to the abstract and title only. However, 
due to the breadth of the review (including not only attitudes on medical errors, but 
views on participation and interventions to encourage participation) this approach 
yielded an unmanageable amount of articles; questioning the specificity of the search 
strategy. This flagged up the need to refine the search even further, thus it was 
deemed necessary to limit the papers to just the title search.  
 
A sensitivity check was performed to confirm the search was bringing up the papers 
of interest. After the initial scoping stage where I ran several searches with terms 
related to patient participation, error prevention and specific types of errors, the 
results were subjected to expert consultation within a patient safety research group. 
Five papers that were of high salience to the research question were chosen1-5 and 
used as a reference point and cross-checked against the search results to ensure 
retrieval within the search strategy.  
 
The last stage of the search was to perform informal literature searching (e.g. looking 
on search engines on the internet) and hand searching reference lists from articles.   
 
The conduct of the search strategy was discussed and agreed with two other reviewers 
in order to prevent biases in the identification, selection and interpretation of data.   
 
The algorithm I used to develop my search strategy is provided in Appendix 4.2.  
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 4.9. Running the final search strategy 
Table 4.3 below indicates the final search strategy which was run on 27th November 
2008. In total 560 articles were retrieved.  
 
Table 4.3. Final search strategy  
 
 Search 
 
Terms  Hits  
1 Patients’ knowledge and 
beliefs  
((patient$ or public$) adj3 (willing$ or prefer$ or concern$ or 
confiden$ or view$ or opinion$ or know$ or attitude$ or evaluat$ 
or perspective$ or understand$ or aware$ or perce$ or expect$ or 
report$ or want or experience$ or assess$ or response$ or 
recogni$ or belie$)).ti. 
60385 
2 Patient participation  ((patient$) adj2 (role$ or part$ or behav$ or engage$ or 
complian$ or involve$ or report$ or educat$ or empower$ or 
access$ or us$1)).ti. 
18816 
3 Patient safety  ((hand hygiene) or (adverse event$) or (handwashing) or (patient 
safety) or (error prevent$) or (adverse drug$) or (nosocomial 
infection$) or (mistake$) or (mrsa) or (methicillin-resistant 
staphylococcus) or (unintended injur$) or (undesirable event$) or 
(iatrogenic) or (cross infection) or (infection control) or (hospital 
associated infection$) or (hospital acquired infection$) or (health 
care associated infection$) or (health care acquired infection$) or 
(identification bracelet$) or (medic$ error$) or (safety) or (safe 
care) or (performance indicator$)).ti.  
 
88526 
4 Patients’ attitudes and 
patient safety  
 
1 AND 3 696 
5 Patient safety and  patient 
participation  
 
2 AND 3 292 
6 Patients’ attitudes and 
patient safety or patient 
safety and patient 
participation  
 
(1 AND 3) OR (2 AND 3)  877 
7 Duplicates removed  
 
 
 560 
8 Total from search strategy 
 
 560 
 Note *(limited papers to human samples and those published in the English language)  
 
 
4.10 Selection of papers for review 
In order to develop a comprehensive understanding of the relevant extant literature, 
articles which employed a qualitative, quantitative or mixed-methodology approach 
were all included in the review.  
 
As discussed in section 4.8 appropriate steps were taken to ensure the search strategy 
achieved a high degree of sensitivity in identifying suitable papers. In order to achieve 
the same degree of specificity a standardised set of inclusion criteria was formulated. 
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 The inclusion criterion is displayed in Table 4.4; for a more detailed description of the 
criterion and rational for inclusion please refer to Appendix 4.3.  
 
A three-stage process was conducted:  
 
1) articles were considered on the basis of the title and abstract. Decisions on articles 
which the reviewers were in disagreement to include were resolved through 
discussion. There was high inter-rater reliability between reviewers with a Kappa 
score of .97; 
2) articles were considered by referring to the full text of the article;  
3) relevant articles were added by hand searching. Articles that did not meet the entire 
criterion were excluded. Due to the broad nature of my research question I was 
purposefully conservative at each of the screening stages. The articles were coded as 
followed:  
 
1 = yes definitely include 
2 = no definitely exclude 
3 = not sure  
 
 
Table 4.4. Set of inclusion criteria for articles 
 
 Criterion  
 
1 The source must be a peer reviewed paper 
 
2 The article must be empirical 
 
3 Research must have been conducted in a developed country 
 
4 The article must include data from patients or members of the public 
 
5 Patients or members of the public must be over the age of 16 
 
6 The article’s primary focus must be about (at least in part) one (or more) of the following: 
 
a. Patients’/publics’ generic attitudes on medical errors and healthcare safety   
b. Patients’/publics’ attitudes on infection control   
c. Patients’/publics’ attitudes on medication safety   
d. Patients/publics’ attitudes towards incident reporting  
e. Patients/publics’ attitudes on choosing a treatment provider  
f. Patients’/publics’ attitudes preventing errors of misidentification 
g. Patients’/publics’ attitudes on improving the safety of healthcare in general 
 
Note: For a more detailed description of the criterion and rational for inclusion please refer to Appendix 4.3 
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Figure 4.1 details the results of my search strategy at each stage of the screening 
process. In total 51 papers were included in the review.  
 
Figure 4.1. Articles included/excluded at each stage of the screening process  
 
 
Say what areas io have not included e.g diclsores etc  
 
Figure 2.  Articles accepted/ rejected at each stage of the screening process.  
 
To include figure here… 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                        560 papers retrieved from search strategy 
 
                                                     
 
Screening stage 1                 37 yes definitely                  34 maybe*                   489 no definitely                                   
                                                      include                                                                    exclude 
       
 
 
 
 
Screening stage 2                                8 yes definitely                         26 no definitely  
    include      exclude 
 
 
 
Screening stage 3                                       6 articles added from hand searching 
 
 
The methodological characteristics of the papers included in the review and selective 
key findings (that fit with the specifications of the inclusion criterion) were tabulated. 
Papers were comprehensively examined and organised in accordance with the aims of 
the review in the following categories, pertaining to:  
 
a) patients’/publics’ generic attitudes on medical errors and healthcare safety (e.g. 
patients’ attitudes towards the epidemiology of errors);  
b) patients’/publics’ attitudes on infection control (e.g. attitudes and/or involvement in 
preventing HCAI’sVII);  
                                                 
VII The term HCAI’s is used where appropriate when discussing any type of healthcare associated 
infection (i.e. not just those acquired in hospital). This term was used because some of the papers 
retrieved in the review discussed patients’ perceptions on infections but not always specifically within 
the hospital context. 
 
 
Total articles: 51         
 
* 18 of the abstracts were not provided in the OVID output thus to assess their relevance these papers were 
automatically put through to screening stage 2 where the full text of the article was checked against the inclusion 
criterion.  
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 c) patients’/publics’ attitudes on medication safety (e.g. attitudes towards errors or 
adverse drug events (ADE’s) or adverse drug reactions (ADR’s) and/or involvement 
in preventing medication errors or ADE’s or ADR’s);  
d) patients’/publics’ attitudes towards incident reporting (e.g. patients’ willingness to 
report errors); 
e) patients’/publics’ attitudes on choosing a treatment provider (e.g. patients’ 
willingness to be involved in choosing a treatment provider);  
f) patients’/publics’ attitudes on preventing errors of misidentification (in this case by 
supporting the use of patient hospital identification bracelets);   
g) patients’/publics’ attitudes and/or involvement in improving the safety of 
healthcare in general (e.g. patients’ attitudes towards two or more of the 
aforementioned areas of interestVIII or  patients’/publics’ attitudes and/or involvement 
in improving the safety of healthcare in general).  
 
A standardised quality criterion was utilised to assess each paper.  As there is no 
single, simple ‘hierarchy’ of the quality of evidence across all types and methods of 
research and across all substantive topics124 separate quality checklists were 
developed for studies employing a quantitative and qualitative methodology, with a 
combination of both used for those studies of a mixed-methodology design. The 
checklists were developed based on existing guidelines, checklists and literature6-12, 
and adapted to fit the specific nature of my research question.  Equal weights were 
attached to each of the quality criterion and were scored as follows:   
 
- Criterion fully met – 2 points  
- Criterion partially met – 1 point 
- Criterion not met – 0 points  
- Criterion unable to specify due to inadequate information in the paper – these papers 
  were coded as ‘not specified’ (Ns) or ‘not clear’ (Nc) and given a score of 0.  
 
 
The rationale for this assessment was to gain an idea of the quality of the papers in the 
review. I decided against excluding studies based on quality scores because for some 
                                                 
VIII These papers equally addressed two or more of the aforementioned areas of involvement and thus 
did not fit well into any one of the other categories.   
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safety-related areas of interest only one or two papers were retrieved and so I did not 
want to exclude on the grounds of ‘quality’ what little extant data was available.   
 
Further details of the quality assessment criterion can be found in Appendix 4.4.  
 
 
4.11 Results  
In this results section I present the main methodological characteristics of the papers 
included in the review. I then discuss the contextual factors of the papers. I end this 
chapter by providing an overview of the methodological aspects pertaining to the 
quality of papers in the review. The methodological characteristics of the papers and 
the limitations they may impose should be borne in mind when interpreting the main 
findings of the studies that are presented in Chapter 5 that follows.  
 
4.11.1. Methodological characteristics of the papers in the review 
Table 4.5 displays the main methodological characteristics of the papers in the review.  
 
4.11.2. Contextual factors   
The majority of the papers related to medication errors and HCAI’s which accounted 
for 58% of the papers included in the review (31% and 27% respectively). The 
categories which contained the least papers were those relating to patients’ views on 
choosing a treatment provider or wearing a hospital identification bracelet, each of 
which only accounted for 2% (4% collectively) of papers in the review.   
 
Table 4.6 displays the contextual factors of the papers in the review. For a more 
detailed account of these factors (in terms of each individual paper), please refer to 
Appendix 4.5. 
 
 Table 4.5 Methodological characteristics of the papers in the systematic review  
 
1st Author, Date 
 
Aims   Methods  Subjects  Key findings 
 
Abbate, 2008132 To document the 
patients’ knowledge, 
attitudes and behaviour  
regarding HAI’s 
Quantitative face-
face interview  
450 hospital 
inpatients   
- 35.1% correctly defined a HAI. 
- Most common risk factors for HAI’s mentioned were hospital hygiene (97.1%) and healthcare 
professionals (HCP’s) behaviour (90.7%). 
- Patients with more formal education, and those who had received information  about HAI’s were 
more likely to know definition, risk groups and risk factors of infections.  
Agoritsas, 2005133 To estimate the 
frequency of undesirable 
events as reported by 
recently discharged 
patients 
Quantitative postal 
questionnaire   
 
1433 patients 
discharged 
from hospital  
- 1814 undesirable events reported (rate of 1.3 per person). 
- About one quarter (1103) of patients reported at least 1 interpersonal problem (337), medical 
complication (429), and process-related problems (337). 
- Frequency of undesirable events was greater in older patients and those with a longer hospital 
stay.  
Anthony, 2004134 To evaluate a video 
aimed at raising patient 
safety awareness to 
patients 
Quantitative 
questionnaire*  
217 inpatients 
and 288 
students  
- Participants thought the video was helpful and rated their knowledge of patient safety as 
significantly higher post-screening of the video.  
- Patients were significantly more likely to find the video helpful than students.  
Blendon, 2002135 To investigate views of 
patients on medical 
errors (ME’s) 
Quantitative 
telephone interview  
1207 
members of 
the public  
- Only 6% of the public identified  ME’s as one of the most serious problems in health care. 
- 10% felt preventable ME’s happen ‘very often’, and 39% felt ‘somewhat often’. 
- 11% felt patients are ‘very often’ at least partially responsible for errors, 48% felt patients are 
‘somewhat often’.  
- 60% of public thought that no more than 5000 deaths a year are caused by error; 40% felt that at 
least three-quarters of these could be prevented and 42% felt half could be prevented. 
Brinsley-Rainisch, 
2007136 
To investigate publics’ 
awareness and 
perceptions of ‘staph’ 
(staphylococcus)  
Qualitative focus 
groups  
62 members 
of the public  
- Overall awareness of ‘staph was high’ – 89% had heard of it. 
- Awareness of the aetiologies of different infections varied among cities.  
Brooks, 2008137 To understand patients’ 
perceptions towards 
MRSA  
Qualitative focus 
groups and semi-
structured 
interviews  
23 general 
practice 
patients  
- There was uncertainty concerning the nature and implications of antibiotic resistance. 
- MRSA was largely seen as a hospital-based problem.  
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Brown, 2006138 
 
To diagram patients’ 
views of the causes of 
adverse drug events 
(ADE’s) in ambulatory 
care.  
 
Qualitative face-
face interview  
 
22 primary 
care patients 
and 
caregivers or 
primary care 
patients– 46% 
(out of the 22) 
were 
caregivers 
 
- Patients attributed the most common causes of ADE’s due to miscommunication among the 
patient and health care staff, the patient not following instructions or the patient not asking 
questions or giving the doctor information.  
Burns, 1988139 To investigate patients’ 
perceptions of adverse 
drug reactions (ADR’s) 
Mixed open and 
closed ended 
questionnaire –
mostly self-
administered but 
some researcher 
administered  
104 patients 
in general 
medical or 
anticoagulant 
clinic   
- Overall 64% of patients knew the names of >50% of their drugs.  
- In 50% of cases doctors and patients agreed on the number of the drugs the patient was taking.   
Burroughs, 2005140 
 
 
To examine how safe 
emergency department 
patients feel from 
medical errors.  
Quantitative phone 
interview  
767 
emergency 
department  
patients  
- 88% reported their safety from medical errors as either ‘good’, ‘very good’ or ‘excellent’.  
- 38% experienced at least one of 8 error-related concerns - misdiagnosis being most commonly 
cited.  
- Overall perception of safety and of individual concerns with safety were less in patients who had 
a shorter length of stay in hospital.  
Burroughs, 2007141
 
To investigate hospital 
patients’ views on ME’s 
and concerns.   
Mixed – 
quantitative 
telephone 
interviews and 
qualitative focus 
groups  
1656 hospital 
patients  
- Patients defined errors broadly.  
- 94% reported their medical safety as ‘good’, ‘very good’ or ‘excellent’.  
- 39% of patients experienced at least 1 of 7 error-related concerns during their hospital stay - the 
most common were medication errors which accounted for 17% of concerns.  
 
Campbell, 1988142 To increase the level of 
patient reporting of 
black triangle drugs** 
Quantitative 
patients’ reports to 
healthcare 
professionals 
(HCP’s) 
896 patients 
from GP 
services  
- 1057 prescriptions for black triangle drugs were recorded (117 patients received more than one 
prescription).  
- 17 possible adverse reactions were noted. 
- Only one yellow card (cards where either patients or healthcare professionals can report ADR’s 
to the CSM) was submitted to the Committee on Safety of Medicine during this period (by HCP’s). 
Cleopas, 2004143 To evaluate hospitalised 
patients’ views on an 
identification bracelet  
Mixed – closed and 
open ended postal 
questionnaire  
1411 patients 
discharged 
from hospital  
- 1055 felt patients should wear a compulsory bracelet.  
 - 1141 said they would wear a bracelet for future hospitalisation.  
- Providing examples (of problems that can arise due to misidentification) increased support for the 
bracelet.  
Davis, 2008144 To explore surgical Quantitative 80 hospital - Patients were less willing to ask challenging vs. factual questions.  
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 patients’ willingness to 
ask healthcare 
professionals safety-
related questions  
researcher 
administered 
questionnaire 
 
inpatients  - Patients were more willing to ask doctors factual questions than nurses and more willing to ask 
nurses challenging questions than doctors.  
De Langen, 
2008145  
To investigate ADR 
reporting by patients  
Quantitative patient 
reports to an 
incident reporting 
system  
2552 patients  - Patients tend to report different types of ADR’s to healthcare professionals.  
DeWitt, 1999146 To understand patient 
attribution of ADR’s 
Mixed open ended 
and closed self 
administered 
questionnaire  
338 hospital 
clinic patients 
- 69% would stop taking a drug if they experienced an ADR.  
- 93% of patients said they would like to have contact with a physician regarding an ADR. 
- Patients had mixed views on when the onset of an ADR would occur, its duration, and its 
severity.  
Donaldson, 2007147 To investigate patients’ 
perceptions of joint 
infection and MRSA  
Quantitative self 
administered 
questionnaire  
91 outpatients - Over two thirds of patients thought their infection was very serious and had major consequences 
on their life.  
Egberts, 1996148 To investigate whether 
ADR’s can be detected 
earlier by patient reports 
 
Quantitative – 
patient reports to a 
telephone 
information line  
23625 
patients  
- Patients tend to report ADR’s quicker than healthcare professionals.  
Evans, 2006149 To investigate 
consumers’ perceptions 
of safety  
Quantitative 
telephone interview  
2884 
members of 
public  
- Perceptions of safety were affected by whether individuals had prior experience of a medical 
error.   
Friedman, 2008150 To investigate what 
patients can tell us about 
errors and near misses 
 
Mixed open and 
closed ended phone 
interview questions  
201 
emergency 
department 
patients  
- A 10% adverse event rate was revealed by patient reports – none of the events had been recorded 
in the medical records or reported to the hospital incident reporting system.  
Golomb, 2007151 To investigate patients’ 
reports of adverse 
events  
Quantitative 
questionnaire* 
650 patients  - 87% of patients reportedly spoke to their doctor about the possible connection between their drug 
use and symptoms. 
- Patients commented that they (and not their doctor) normally initiated the conversation about 
drug-related symptoms. 
- Doctors were more likely to deny than affirm a possible connection of a symptom with patients 
use of drugs. 
Hamour, 2003152 To Investigate patients’ 
perceptions of MRSA 
Mixed open and 
closed ended 
questionnaire*  
113 surgical 
outpatients  
- 44% of patients had heard of superbugs or MRSA; the majority would feel angry or afraid if they 
acquired MRSA.  
Hibbard, 2005120 To investigate patients’ 
views on the 
effectiveness of and 
Quantitative 
questionnaire*  
195 staff at  
University  
- 27% felt that patient safety was not a serious problem in healthcare.   
- 23% thought medical errors (ME’s) were not a serious problem.    
- Patients more likely to perceive longstanding recommended actions as effective (e.g. ensuring 
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 their likelihood to 
participate in different 
safety-related 
behaviours  
doctors knows what drugs they are taking) than newer recommendations (e.g. asking staff if they 
have washed their hands).  
- Patients with low self efficacy and who perceived actions as less effective were 33% less likely to 
engage in safety-related behaviours. 
- Providing patients with medical scenarios of errors increased patients’ self-efficacy to reduce 
errors.  
Jarernsiripornkul, 
2003153 
To compare patient 
reported ADR’s 
obtained directly from 
patients to those found 
in clinical trials and two 
methods of post-
marketing surveillance 
Quantitative postal 
survey  
344 General 
practice 
patients  
- 5 of 10 of the most frequently reported symptoms by patients were among the 10 symptoms most 
commonly reported to the Committee on Safety for Medicine at the time of study.  
Jarernsiripornkul, 
2002154 
To develop a method of 
enabling patients to 
report ADRs   
Quantitative postal 
survey 
837 General 
practice 
patients  
- 742 patients reported a symptom.  
- 1226 of patient reports were classified as ‘unlikely’ to be an ADR (out of 7016 total symptoms 
reported).   
 
Kerr, 2003155 To determine patients’ 
knowledge of their 
methotrexate treatment  
Mixed methods 
open and closed 
ended questions in 
face-face interview  
93 outpatients - Only just over half of patients interviewed were able to state their dose of medicine in milligrams 
and just under half could not state any adverse effect of their medication.   
 
Lampela, 2007156 To examine patients’ 
reports of adverse drug 
events in the elderly  
Mixed open and 
closed ended face-
face interview  
404 patients  - Adverse effects were reported by 11.4% of patients; the physician observed apparent effects in 
24% of patients. 
- There were only 7 patients that had adverse events identified by both self report and the 
physician. 
Luszczynska, 
2007157 
To investigate patients’ 
protective behaviours 
about MRSA using the 
Theory of Planned 
Behaviour*** 
Quantitative self 
administered 
questionnaire  
171 patients  - Patients with MRSA asked staff if they had washed their hands more than those without MRSA – 
  particularly younger patients with MRSA.  
- Patients with and without MRSA did not differ in terms of knowledge.  
- Perceived behavioural control was related to intention to ask staff about hand washing. 
-Theory of Planned behaviour constructs had better predictive value in younger than older patients.  
Madeo, 2008158 To investigate patients’ 
views of HCAI’s  
Self administered 
mixed closed and 
open ended  
questionnaire  
110 hospital 
patients 
- 84% of patients were aware of HCAI’s prior to admission in hospital.  
- There were mixed perceptions about the preventability of HCAI’s and the aetiology of HCAI’s.  
Magee, 2003159 To investigate publics’ 
views on healthcare 
performance indicators 
and patient choice  
Qualitative focus 
groups  
50 members 
of the public  
- Participants felt that independent monitoring of the performance of healthcare was important but 
they were ambivalent about the importance of performance indicators and hospital rankings.  
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Mannesse, 2000160 
 
To investigate whether 
older patients recognise 
ADR’s  
 
Mixed face-face 
open and closed 
ended interviews   
 
106 hospital 
patients  
  
- 102 patients used medication and 93 were able to report whether they believed they were 
experiencing drug side effects. 
- Reviewers found a correct opinion (true positive and negative) about the objective presence or 
absences of mild or severe ADR’s in 79% of cases.  
Marella, 2007161 To investigate 
consumers’ inclination 
to engage in patient 
safety practices  
Quantitative phone 
survey  
856 members 
of the public  
-Self-reported willingness to participate was lowest for asking healthcare staff if they have washed 
their hands and highest for asking questions related to medications or asking the healthcare 
professional to explain something they did not understand.  
McGuckin, 199950 To conduct a study of 
the effect of patient 
hand washing education 
on staff compliance with 
hand washing 
Mixed -hospital 
intervention and 
quantitative 
telephone  
questionnaire* 
441 hospital 
patients - 
(only 276 
patients 
interviewed 
post 
intervention) 
- All sites had an increase in soap use during the intervention (average of 34%). 
- Of the 276 patients interviewed:  
- 224 read the brochure on hand washing and 262 realised patients  get infections in 
hospital and knew hand washing was important; 
- 157 asked health care workers whether they had washed their hands (141 asked nurses, 
50 asked physicians); 
- 107 said they were comfortable asking if staff had washed their hands.  
- 127 received a positive response when asking this question. 
McGuckin, 2004162 To determine the effect 
of a patient education 
model on hand hygiene 
compliance in a 
rehabilitation unit  
Hospital patient 
intervention and 
quantitative 
questionnaire*  
35 hospital 
inpatients  
- 19 patients completed the discharge survey, from this: 
-95% asked a nurse if they had washed their hands, 40% asked physician, 80% 
technician, 80% physical therapist; 
- 75% of patients were comfortable asking and 60% of health care staff washed their 
hands when asked by the patient.   
McGuckin, 200151 To evaluate a patient 
empowering hand 
hygiene programme  
Mixed - 
intervention and 
open and closed 
telephone 
questionnaire* 
39 hospital 
patients  
-100% of  patients asked nurses whether they had washed their hands but only 35% asked 
physicians. 
-62% were comfortable  asking the question.  
- 78% received a positive response when asking the question.  
- Soap usage increased by approximately 50% during the programme.  
McGuckin, 2006163 To determine 
consumers’ attitudes on 
HCAI’s 
Quantitative 
telephone interview  
1008 
members of 
the public  
- 85% of consumers felt that low infection rates were very important when choosing a hospital.  
- 87% said that higher than average infection rates would be an important reason to avoid a doctor 
or hospital.  
- 80% would ask healthcare staff to wash hands if staff explained the importance of this.  
- 93% would use infection rate data in decisions to choose hospitals. 
Merle, 2005164 To investigate the 
knowledge and opinions 
of patients regarding 
nosocomial infections 
(NI’s). 
Mixed – open and 
closed face-face 
interview  
65 hospital 
inpatients  
- 17 patients described a NI as an infection acquired in hospital. 
- 38.7% with high school education could identify a NI as a HAI, whereas only 3.2% of patients 
with an elementary education could. 
- 52 patients said they received no information on NI’s. 
- 50 patients said that patients should receive information about NI’s.  
Miller, 1989165 To investigate patients’  Quantitative postal  976 hospital  - 602 patients were aware of the risk of NI’s before completing the survey.  
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awareness of NI’s  
 
survey 
 
patients  
 
- 683 were concerned about the risk  of NI’s  if hospitalised.  
- 807 believed infections were preventable. 
- 672 said the risk of NI’s was not explained to them during hospitalisation. 
- 608 were dissatisfied with information provided by the hospital and medical community. 
Nau, 2005121 To measure patients’ 
experiences beliefs and 
behaviours about 
medication safety  
Quantitative postal 
survey 
920 
employees 
and retirees 
from 
University   
-  The majority of patients did not worry about pharmacy safety and thought that drug dispensing 
was safe. 
- 80-90% engaged in basic safety-related behaviours (e.g. checking the name on the prescription). 
- Patients who had experienced an error had lower perceptions of pharmacy safety and were more 
likely to engage in medication safety-related behaviours. 
Newton, 2001166 To document the 
perceptions of patients 
infected with MRSA 
together with their 
experience of source 
isolation 
Qualitative face-
face interviews  
19 hospital 
patients  
- All patients were given an information leaflet on MRSA. 
- 15 patients perceived MRSA to be infectious. 
- 6 patients attributed MRSA as a direct result of being in hospital – although they were unclear 
about the mechanism of transmission.  
- 17 patients had no idea about duration of infection. 
- 3 patients thought antibiotics were used to treat MRSA, 4 thought there was no treatment, and the 
remaining patients were unsure. 
O’Neil, 1998167 To investigate the 
impact of patient 
knowledge on adverse 
drug outcomes  
Mixed open and 
closed ended face-
face questionnaire 
78 outpatients - Greater knowledge and better perceptions about drugs were associated with a reduced risk of 
therapy changes due to drug-related problems.  
Robinson, 2002168 To investigate publics’ 
views on medical errors 
Quantitative postal 
survey  
500 members 
of the public   
 
- 338 patients thought the quality of care in the US was a problem.  
- 433 thought error reduction in medicine should be priority. 
- 95 thought the Institute of Medicine’s (IOM) estimate that ME’s kill 44000-98000 Americans is 
accurate.  
Schwappach, 
2008169 
To assess patient 
experiences of safety-
related events  
Mixed quantitative 
self-administered 
questionnaire, 
qualitative focus 
groups and phone 
interviews  
125  
inpatients  
- 94 ‘definitive’ and 34 ‘uncertain events’ were reported; the definitive and uncertain events 
reported most frequently were phlebitis, missing hand hygiene, allergic drug reaction, 
unavailability of documents, and infection. 
Solberg, 2008170 To test whether patient 
reports of medical errors 
could be used a measure 
of patient safety  
Mixed open and 
closed postal or 
telephone survey  
1998 
members of 
the public 
- 219 errors were reported; reviewers classified 45% of these errors as misunderstandings and only 
19% as actual errors in accordance with the IOM’s definition.  
Van Grootheest, 
2004171 
To investigate whether 
ADR’s patients submit 
to a drug information  
Quantitative patient 
reports to a drug 
line  
1041 patients - 8012 queries by patients were reported to the drug information line during the study period. 
-1168 calls concerned possible or suspected ADR’s, 1041 of the cases could be reviewed.   
- The number submitted by pharmacists was 1734.  There were only slight differences between  
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line are reflected by 
reports submitted by 
healthcare professionals 
 
patients queries and pharmacist reports. With respect to possible ADR’s in the psychiatric 
spectrum and ADR’s associated with the use of antidepressants, there seems to be a deficiency in 
the reporting by pharmacists.  
Wallace, 2008172 To investigate patients’ 
views on participation in 
safety-related 
behaviours  
Quantitative face-
face questionnaire  
Members of 
the public  – 
sample size 
was not 
reported   
-The behaviour that patients were most likely to engage in was making sure that doctors know 
about allergies of ADR’s to medicines. 
- The behaviour patients were least likely to engage in was choosing a hospital based on reports 
that compare different hospitals.  
-Providing patients with hypothetical scenarios of errors did not increase patients’ sense of self 
efficacy to reduce errors.  
Waterman, 2006122 To investigate how 
comfortable hospital 
patients are to take part 
in error prevention 
actions 
Quantitative 
telephone interview  
2078 hospital 
patients 
discharged  
- 91% of patients agreed (35% strongly) that patients could help prevent errors. 
- 98% agreed (51% strongly) that hospitals should educate patients about error prevention.  
- Patients were very comfortable asking staff about medication purposes (91%) and general 
medical questions (89%) but less comfortable asking about hand washing (only 46% were very 
comfortable doing this). 
- Patients reported that they would be comfortable participating in a number of safety-related 
behaviours; however very few actually participated in real-life clinical settings (e.g.  91.3% said 
they would be very comfortable asking a nurse about a medication but only 75.2% engaged in the 
action). 
Weingart, 2007173  To understand the 
capacity of oncology 
patients to detect 
adverse events 
Mixed face-face 
closed and open 
ended interview  
193 inpatients - Among the 193 patients, 2 AE’s were reported, 4 close calls and 14 events were errors in care 
with little risk of harm. 
 - 1 in 5 ambulatory oncology infusion patients reported a recent unsafe experience; the reviewer 
team classified most unsafe care as service quality problems.  
Weingart, 2004174 To consider lessons 
from a patient 
partnership intervention 
to prevent adverse drug 
events 
Mixed face-face 
closed and open 
ended interview and 
telephone 
interviews  -
researcher 
administered either 
at discharge or post 
discharge over the 
phone) 
227 hospital 
patients   
- 11 patients experienced 12 adverse drug events (ADE’s). 
- ADE rate was 8.4% in the intervention group and 2.9% in the control.  
- At least one medical error was prevented because of a patient or family member identifying a 
drug-related problem.  
Weingart, 2005123 To investigate whether 
inpatients and their 
families could identify 
adverse events (AE’s) 
and near misses 
Mixed open and 
closed researcher 
administered 
questions  
228 hospital 
patients  
- 49.1% reported at least 1 incident (rate of 1.4 per person). 
- 17 patients experienced 20 AE’s (AE rate of 8.8. per 100 admissions). 
- 8 patients (4%) experienced 13 near misses (5.7 per 100 admissions).  
- Patient reports confirmed 11(55%) of 20 AE’s, 4 (31%) of 13 near misses and 10 (34%) of 29 
medical errors. 
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Weissman, 2008175 
 
To compare reported 
adverse events by 
patients with patients 
medical records  
 
Mixed open and 
closed researcher 
administered 
questions  
 
998 hospital 
patients  
  
- 23% of patients reported had at least one AE detected by patient interview and 11% had at least 
one AE identified by record review  
Wolosin, 2005176 To investigate patients’ 
perceptions of safety in 
hospital  
 
Quantitative postal 
survey  
637,894 
hospital 
patients  
- Most participants felt safe in hospitals. A number of factors were shown to affect perceptions 
including age, sex, length of stay and type of hospital  
Note: * Not clear if self-administered  
 ** Black triangle drugs are new drugs that are monitored by the Committee on Safety for Medicine (CSM) for which the full extent of the side effects are unknown. 
*** The Theory of Planned behaviour is described in more detail in Chapter 6.  
 
 
 
 
 Table 4.6 Contextual factors of papers  
 
 
Contextual factor  
 
Frequency  
Country   
US 26 
UK 14 
Netherlands  4 
Switzerland  3 
Australia 1 
Finland  1 
France  1 
Italy  1 
Population   
Patients  41 
Public  9 
Patients and the public  1 
Context  
Hospital  32 
Healthcare in general  12 
General practice  5 
Healthcare clinic 1 
Pharmacy  1 
Setting of data collection   
Domestic residence 21 
Hospital  15 
Via drug surveillance systems  3 
Hospital and/or domestic residence  3 
General practice 2 
General practice or domestic residence  1 
University  1 
Age concern  1 
MRSA Action UK or the Patients 
Association 
1 
Not clear  3 
 
 
4.11.3 Quality of studies   
In this section I consider the quality of the studies in the review. The aim of 
performing the quality check was not to exclude papers on the basis of ‘low’ quality 
scores, rather it just was to provide an idea of the quality of the empirical data 
currently available.   
 
I present the methodological aspects relating to the quality of the quantitative, 
qualitative and mixed-methodology design papers respectively (for a more detailed 
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 account of the quality scores of each paper individually please refer to Appendices 4.6 
- 4.8).  
 
4.11.3.1. Quantitative studies  
In total 26 papers used a quantitative methodology. The scoring system (as mentioned 
in Section 4.10) ranged from 0-2 (the higher the score the better the quality); thus the 
maximum score for each quality criteria was 52 (i.e. if all 26 papers scored 2 on the 
criteria the total score would be 52). Table 4.7 displays the total scores for each 
quality item pertaining to papers that employed a quantitative methodology (for a 
more comprehensive breakdown or scores paper by paper please refer to Appendix 
4.6).  
 
Overall scores for each of the quality items for the papers employing quantitative 
methodologies (n=26) ranged from 1-52 (out of 52). Those quality items with the 
lowest scores were related to whether power calculations were preformed (1/52) and 
sample representativeness (10/52). The highest quality scores were ascribed to 
whether effect sizes were reported (50/52), whether statistics were appropriate 
(50/52)IX and whether aims of the study were clearly defined (48/52).  
 
Overall quality scores for individual papers ranged from 4-16 (out of 20). Eight 
papers (31%) met three-quarters of the quality criterion121,132,140,147,149,154,163,169 and 19 
papers (73%) met half the quality 
criterion50,120,121,122,132,133,140,144,147,149,153,154,157,161,162,163,166,171,176.  It was unclear for 
many papers whether the majority of ‘lost’ quality points were due to inadequate 
reporting by the authors or due to clear failure to meet the criterion.  
 
 
 
 
 
 
 
 
 
 
                                                 
IX For further information on how each of the quality indicators was defined for the quantitative, 
qualitative and mixed-methodology studies and how scores were assigned to each study please refer to 
Appendix 4.4.   
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 Table 4.7. Quality scores for papers employing quantitative methodologies  
 
Criterion  
 
Total score  (out of 52) Mean score (between 0-2) 
1. Are aims clearly defined? 48 1.80 
2. Are the sample representative? 10 0.38 
3. Is the number who declined participation   
reported? 
30 1.30 
4. Are inclusion criteria specified? 25 0.96 
5. Are participant characteristics given? 37 1.42 
6. Was ethical approval obtained? 18 0.69 
7. Were power calculations performed? 1 0.03 
8. Are effect size(s) reported?  52 2.00 
9. Are statistics appropriate? 50 1.92 
10. Are the limitations acknowledged? 36 1.38 
Total score (out of 520) 
 
307 1.19 
Note: For a more detailed breakdown of the quality score for each individual paper please refer to 
Appendix 4.6   
 
 
4.11.3.2. Qualitative studies  
In total 5 papers used a qualitative methodology. The scoring ranged from 0-2 (the 
higher the score the better the quality); thus the maximum score for each quality 
criteria was 10. Table 4.8 displays the total scores for each quality item pertaining to 
papers that employed a qualitative methodology (for a more comprehensive 
breakdown or scores paper by paper please refer to Appendix 4.7).  
 
Overall scores for each of the quality items for the papers employing qualitative 
methodologies (n=5) ranged from 0-9 (out of 10). Those quality items with the lowest 
scores were related to sample representativeness (0/10) and whether ethical approval 
was obtained (2/10). Quality items which yielded the highest scores were whether 
aims of the study were clearly defined (9/10), if inclusion criterion and patient 
characteristics were reported,   if data was analysed by more than one person and if 
limitations of the study were acknowledged (all scoring 8/10).  
 
Overall quality scores for individual papers ranged from 9-22 (out of 28). Sixty 
percent of papers (n= 3)137,138,166 met three-quarters of the quality criterion, and the 
other 40% (n=2)136,159 met 32% of the quality criterion. Again, it was difficult to 
establish whether ‘lost’ quality points were due to actual failure to meet the inclusion 
criterion or due to failure to report in detail the conduct of the research.   
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 Table 4.8. Quality scores for papers employing qualitative methodologies  
 
Criterion  
 
Total (out of 10) Mean score (between 0-2) 
1. Are aims clearly defined? 9 1.80 
2. Are the sample representative? 0 0.00 
3. Is the number who declined participation   
reported? 
4 0.80 
4. Are inclusion criteria specified? 8 1.60 
5. Are participant characteristics given? 8 1.60 
6. Was ethical approval obtained? 2 0.40 
7. Was the data transcribed verbatim? 6 1.20 
8. Was the researcher trained in conducting 
qualitative research? 
4 0.80 
9. Is there a description of how the themes 
were identified? 
7 1.40 
10. Were the findings member checked? 4 0.80 
11. Were the data analysed by more than one 
person? 
8 1.60 
12. Were sequences from original data 
included? 
7 1.40 
13. Was saturation point achieved? 4 0.80 
14. Are limitations acknowledged? 8 1.60 
Total score (out of 140) 
 
79 1.13 
Note: For a more detailed breakdown of the quality score for each individual paper please refer to 
Appendix 4.7.   
  
 
4.11.3.3. Mixed methodologies   
In total 20 papers used a mixed-methods approach, thus the maximum score for each 
quality criteria was 40. Table 4.9 displays the total scores for each quality item 
pertaining to papers that employed a mixed-methodology (for a more comprehensive 
breakdown or scores paper by paper please refer to Appendix 4.8).  
 
Overall scores for each of the quality items for the papers employing mixed 
methodologies (n=20) ranged from 0-40 (out of 40). Items with the lowest scores 
were related to whether power calculations were preformed and whether saturation 
point was achieved (both 0/40). Quality items which yielded the highest scores 
concerned the reporting of effect sizes (40/40) and whether the aims of the study were 
clearly defined (38/40).  
 
Overall quality scores for individual papers ranged from 2-23 (out of 34). Half the 
papers (n=10)123,141,143,150,167,169,170,173-175, met 50% of the quality criterion. It should be 
acknowledged that all of the papers with a mixed-methods design were more heavily 
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 quantitatively than qualitatively orientated; methods of data collection 
(questionnaires, interviews, etc) were largely structured in a closed-ended format. 
However, because in these studies the researchers had also provided the patient with 
the opportunity to provide open-ended responses, these papers had to be considered, 
and subsequently assessed as mixed methods papers. This could explain why 35% of 
papers (n=7)123,141,150,167,170,174,175 met three-quarters of the quantitative quality 
criterion but why none of the papers met three-quarters of the qualitative quality 
criterion. 
 
 
Table 4.9. Quality scores for papers employing mixed methodologies  
 
Criterion  
 
Total (out of  40) Mean score (between 0-2) 
1. Are aims clearly defined? 36 1.80 
2. Is the sample representative? 6 0.30 
3. Is the number who declined 
participation   reported? 
28 1.40 
4. Are inclusion criteria specified? 26 1.30 
5. Are participant characteristics 
given? 
32 1.60 
6. Was ethical approval obtained? 24 1.20 
7. Was the data transcribed 
verbatim? 
4 0.20 
8. Was the researcher trained in 
conducting qualitative research? 
10 0.50 
9. Is there a description of how the 
themes were identified? 
11 0.60 
10. Were the findings member 
checked? 
2 0.10 
11. Were the data analysed by more 
than one person? 
10 0.50 
12. Were sequences from original 
data included? 
14 0.70 
13. Was saturation point achieved? 0 0.00 
14. Is the effect size reported? 40 2.00 
15. Were power calculations 
performed?   
0 0.00 
16. Are the statistics appropriate? 36 1.80 
17. Are the limitations 
acknowledged? 
26 1.30 
Total (out of 680) 
 
305 0.95 
Note: For a more detailed breakdown of the quality score for each individual paper please refer to 
Appendix 4.8.   
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 4.12 Overview of content of present chapter  
In this chapter I have presented the first part of a systematic review which investigates 
patients’ willingness and ability to participate in safety-related behaviours. As already 
mentioned, given the breath of the review, to make the work easier to digest for the 
reader, I have broken the work into two chapters. In this Chapter I focussed 
specifically on the conduct of the review. I also discussed the main methodological 
characteristics of the papers and highlighted key findings related to the contextual 
factors of the studies and aspects pertaining to the quality of the work.  
 
In total the review identified 51 studies conducted in 8 countries (Italy, UK, US, 
Australia, France, Finland, Switzerland and the Netherlands) published over a period 
of 20 years (1988-2008). 
 
The quality of papers in the review varied considerably. Given the breadth of this 
review, the multiple outcome measures of interest and subsequent variations in data 
collection methodologies, this finding is not unexpected. I developed a multi-item 
assessment scale that was utilised to assess papers from each of the respective 
research methodologies (quantitative, qualitative, and mixed-methods). The aim of 
this was to ensure that each paper (from the different research methodologies) was 
subjected to the same quality assessment. While the aim of this was to allow greater 
comparability of findings, specific quality criterion tailored to (and only applicable to) 
individual research designs (e.g. randomised controlled trials, observational studies) 
may have provided a more accurate reflection of each papers ‘quality’. However, 
given the wide disparities in research conduct and design for the 51 papers included in 
this review this would have been neither practical nor beneficial.  
 
In Chapter 5 that follows I will consider the main findings of the papers included in 
the review in more detail. I will synthesise the extant data in relation to each of the 
areas of patient involvement examined in this review. I will end Chapter 5 by 
discussing the practical implications of the research findings and will put forward 
suggestions for future research within the patient involvement in safety paradigm.  
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CHAPTER 5   
 
 
How able and willing are patients to participate in safety-related 
behaviours? A systematic review   
 
 
Part Two: Discussion of key findings in relation to different areas of 
patient involvement in safety 
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 5.1 Introduction  
 
In the previous Chapter I presented the first part of a systematic review on patients’ 
willingness and ability to participate in safety-related behaviours. In this Chapter I 
discuss the findings of the review in more detail in specific relation to the areas of 
patient involvement that the aims of the review (in Chapter 4, Section 4.2) attempts to 
address: 
 
a. Patients’/publics’ generic attitudes towards medical errors and healthcare safety;   
b. Patients’/publics’ attitudes towards infection control;   
c. Patients’/publics’ attitudes towards medication safety;   
d. Patients/publics’ attitudes towards incident reporting;  
e. Patients/publics’ attitudes towards choosing a treatment provider;  
f. Patients’/publics’ attitudes towards preventing errors of misidentification; 
g. Patients’/publics’ attitudes on improving the safety of healthcare in general. 
 
Data pertaining to each of the above areas of involvement will be considered 
respectively in the results section below.X  
 
 
5.2. Results of the systematic review in relation to each of the areas of interest  
5.2.A. Generic attitudes towards medical errors  
Eight articles in total (6 primary135,140,141,149,168,176, 2 secondary120,122) were primarily 
related to patients’ (n=3)140,141,176 or publics’ (n=5)120,122,135,149,168 generic views on 
medical errors. For the purpose of this section and the categories hereafter, in order to 
limit repetition data derived from patient and public cohorts will be considered 
together and referred to collectively as ‘patient’ data.XI 
  
5.2.A.1. How safe do patients think healthcare is?   
There is equivocal data on patients’ perceptions of safety of healthcare. Three studies 
indicate that the majority of patients rate their medical safety as ‘good’. Two of these 
                                                 
X The methodology of the systematic review and the methodological characteristics of the papers 
included in the review are discussed in detail in Chapter 4.  
XI Based on the available data there were no consistent differences that were highlighted between 
patients’ and publics’ attitudes, so for the purpose of this chapter the results were considered together. 
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 studies report between 88% - 94% of those questioned view healthcare as ‘safe’140,141; 
the other study shows that overall patients rate their hospital safety as ‘very good’ 
(average score of 87.8 on a 0-100 point scale)176. However, 4 studies indicate more 
negative views120,135,149,168; one study reported that 49% of patients felt that 
preventable errors in healthcare were made ‘very often’ (10%) or ‘somewhat often’ 
(39%)135; two studies show that over two-thirds of patients think that either the quality 
of healthcare168 or medical errors and patient safety are a problem in healthcare120,168 
and the other study reports that 25% of patients would feel ‘very unsafe’ (5.2%) or ‘a 
little unsafe’ (19.8%) if admitted to hospital149.  
 
Data derived from hospital patients also suggests that rather than having overall 
concerns about the safety of their healthcare (i.e. global concerns), patients tend to 
have 1 or 2 focussed concerns about specific errors during their hospital stay (e.g. 
concerns related to misdiagnosis)140,141.  
 
However, while some patients may be worried about medical errors in healthcare, this 
may not be their most important cause for concern; preliminary data derived from 1 
study in the US reported only 5% of patients cited medical errors as one of the most 
serious problems, with the cost of healthcare (cited by 38% of patients) and the cost of 
prescription drugs (31%) taking precedence135. 
 
5.2.A.2. How often do patients think medical errors occur?  
Patients have mixed views on the incidence rates of medical errors. While 1 study 
reported that 19% of patients felt the Institute of Medicines (IOM) estimate in ‘To Err 
is human’ that medical errors kill between 44,000-98,000 Americans every year is 
accurate168; other data contends this view stating that the majority of patients (60%) 
believe that 5000 or fewer deaths a year are caused due to error – a much lower 
number than then IOM’s estimate135. 
 
5.2.A.3. How do patients define errors? 
Many patients are not clear on how to define medical errors. One study reported that 
68% of patients did not know what the term meant prior to being given the 
definition135. One other study illustrated how patients conceptualise errors more 
broadly than the traditional medical definition. Patients perceive not only  
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 traditionally defined events (e.g. medication errors, equipment failures, 
misidentification) as errors but also problems relating to the quality of service 
delivery, including long waiting times and unresponsiveness to patients’ requests141. 
In addition, with regards to specific patient safety terminology patients rate ‘patient 
safety’ as less of a salient issue in healthcare than ‘medical errors’120.  
 
5.2.A.4. What are patients’ views on the aetiology of errors?  
One study cited a number of factors that patients thought could contribute to errors, 
including (in order of importance): insufficient time spent by doctors with patients 
(cited by 72% of patients); overwork stress or fatigue on the part of the healthcare 
professional (70%); understaffing of nurses in hospitals (65%); failure of health 
professionals to work together or communicate as a team (67%), and; the complexity 
of medical care (62%)135. 
 
5.2.A.5. Who is responsible for errors?  
Patients appear to assign the majority of responsibility for errors to the healthcare 
professionals involved rather than the institution itself135. This particularly holds true 
for doctors; one study reported 81% of patients felt that doctors were largely to blame, 
whereas only 25% attributed blame to nurses. Interestingly, the same study reported 
that 59% of patients also thought that the patient themselves are at least ‘very often’ 
(11%) or ‘somewhat often’ (48%) partially responsible for medical errors in their own 
care135.   
 
5.2.A.6. How do patients think medical errors can be prevented? 
One study reported that 82% of patients felt that at least half the deaths each year 
caused from errors could be prevented135. A number of error prevention strategies 
were perceived as ‘very effective’. The most frequently cited of these (in order of 
importance) were: giving physicians more time to spend with patients (cited by 78% 
of patients surveyed); requiring hospitals to develop systems for preventing errors 
(74%); improving the training of healthcare professionals (73%); using only 
physicians trained in intensive care on intensive care units (73%), and; requiring all 
hospitals to report all serious errors to a state agency (71%)135. Support for this latter 
error prevention strategy is also evident in another study, with 90.2% of patients 
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 questioned stating that a mandatory reporting system for serious errors (ones that 
cause death or serious injury) should be implemented168. In addition, other data 
indicates that patients themselves think they can help to prevent errors in their care; 
91% of patients agreed with this statement and 98% agreed that hospitals should 
educate patients about error prevention122. The ways in which patients thought they 
could help to do this is discussed in more detail in Section 5.2.G.1.  
  
5.2.A.7. What factors affect patients’ generic attitudes towards medical errors? 
 
Several factors were implicated in affecting patients’ perceptions of safety; these 
could be broadly grouped into 3 main categories: patient-related, illness-related and 
healthcare setting-related. It is important to note here however, that while one of the 
aims of my review is to explore factors that could affect patients’ attitudes or 
involvement, evidence pertaining to each ‘factor’ was reported by very few studies. 
Therefore caution needs to be paid when interpreting the results in this section (and 
those in the other areas of involvement hereafter) until further replication of the 
findings is observed.  A high level summary of the key findings is displayed in Table 
5.1; the paper(s) in the systematic review that relate to each finding is denoted in 
superscripts (a more detailed account of the data can be found in Appendix 5.1).  
 
Table 5.1. Factors that could affect patients’ generic attitudes towards errors  
 
Factor  
 
Brief summary of evidence  
1. Patient-related  
   Sex  - Women more likely to rate hospitals as ‘unsafe’149. 
   Ethnicity  - Black patients perceive greater susceptibility to medical errors140,141. 
   Age  - Middle-aged patients (between 30-59141 or between 40-59149) reported the fewest 
safety-related concerns. 
- Younger patients express greater safety concerns140. 
2. Illness-related  
   Severity of illness/  
   symptoms  
- Patients with higher severity or mortality risk are more concerned about the safety of 
healthcare141. 
  Experience of errors  - Patients with prior experience (either personal or vicarious) of medical errors more 
likely to rate hospitals as ‘unsafe’, particularly if the consequences of the error(s) 
were severe149. 
3.Healthcare-setting-related  
   Length of stay   - Patients hospitalised for a long duration expressed greatest concerns140,141;176. 
   Hospital caseload  - Patients treated in high volume centres perceived the greater threats to their 
safety140,141;176.  
- 49% of patients questioned stated errors are more likely at a low volume centres; 
23% reporting such occurrences are more likely at high volume centres135. 
   Admission process  - Patients admitted as an ‘emergency’ have greatest safety concerns141. 
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 5.2.B. Infection control   
Nineteen papers (14 primary papers50,51,132,136,137,147,152,157,158,162-166, 5 
secondary120,122,144,161,172)XII focussed on patients’ (n= 
14)50,51,122,132,137,144,147,152,157,148,162,164-166 or publics’ (n=5120,136,161,163,172) views on 
HCAI’s (or more specifically HAI’s) and/or participation in preventing HCAI’s.XIII   
 
5.2.B.1. How do patients define HCAI’s? 
Research indicates that while most patients are aware of HCAI’s, many patients are 
not clear on how to define them. One study on hospital inpatients reported that only 
35.1% (158 out of 450) correctly defined HAI’s as an infection acquired in hospital 
that was not present at the time of admission132. Analogous findings have been 
reported on other hospital cohorts in whom only 26.2% described a nosocomial 
infection as an infection you can acquire in hospital164.   
 
However, additional data indicates that patients may be more accurate in their 
definitions if they are asked to define specific types of infection. This certainly 
appears to be the case for 2 studies focussing on MRSA; one of which reported nearly 
two-thirds (68%) of patients were able to correctly identify MRSA or a superbug as a 
multiresistant bacterium152; the other of which reported that 79% (15 out of 19) of 
patients interviewed described MRSA as an infective agent such as a germ, bug or 
virus; though mixed perceptions of the transmission, location and cause of MRSA 
were observed166. However, while most patients may be familiar with the term 
MRSA, the majority have not heard of terms related to this infection. Indeed this is 
highlighted in 1 qualitative study in which over a quarter of patients were not aware of 
related terms such as antibiotic resistance137.   
 
Preliminary data also indicates that patients may overestimate the incidence rates of 
HCAI’s; at least this appears to be the case for hospital inpatients in Italy. Only 12% 
                                                 
XII Papers were categorised in terms of the area of interest they were primarily related to. However, 
some papers also had relevance (but to a lesser extent) to other areas of interest in the review – where 
this is the case, these papers are referred to as ‘papers of secondary importance’ or ‘secondary papers’. 
XIII The term Healthcare Acquired Infection (HCAI) is used in this results section as it is applicable to 
papers that contain data on patients’/publics’ attitudes and/or involvement in preventing any type of 
healthcare infection, not just those that are acquired in hospital. 
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 were able to correctly report the incidence rate (5-8% in Italy), with the majority 
(77.1%) overestimating the amount132. 
 
5.2.B.2. What are patients’ views on the aetiology of HCAI’s?  
A number of studies included data on patients’ views of the causes of HCAI’s. One 
study showed 97.1% of patients cited poor hygiene as a factor; extrinsic host factors 
such as invasive procedures or devices and length of stay were also mentioned (by 
59.1% and 48.4% of patients respectively)132. The same study also reported that 
63.8% of patients thought that healthcare professionals could not infect patients132. 
Additional work demonstrates that only 32% of patients were able to name a 
bacterium that contributes to HCAI’s. Furthermore, when asked if they understood 
how microbes spread in hospitals only 48% of patients answered in the affirmative; 
the most common modes of contamination cited were hands (mentioned by 16% of 
patients), contact surfaces (7%) and airborne (5%)158.  
 
With regards to specific types of infections, patients have mixed views on how these 
infections can be spread. One study reported that 70% of patients believed that MRSA 
could be acquired from the hospital environment, 34% thought that it could be 
contracted from operations or other procedures, 8% thought it could be contracted 
from hospital staff, and 18% were unsure how it could be acquired152. This latter 
finding is reflected (but to a slightly lesser extent) in other research with 16% of 
patients interviewed stating they were uncertain about how MRSA is caused and 
spread166. Additional work found that the majority of patients (63%) cited that 
Staphylococcus aureus, MRSA, or CA-MRSA can be spread by person-to-person 
transmission as occurring through cuts or broken skin; others modes of transmission 
cited were: being dirty (21%), sneezing (8%) and scratching (8%)136. Three studies 
also reported that patients commonly understand MRSA as being an infection that 
occurs in open wounds following surgery136,137,166. 
 
In addition, data strongly indicates that some patients feel MRSA is largely a hospital-
based problem. One quantitative study reported that only 44% of patients knew that 
antibiotic-resistant organisms existed in the community as well as in the hospital 
mileu152. Qualitative data is also in support of this view with 1 study reporting that 
16% of patients describe MRSA as being solely found in hospitals166 and another 
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 study reporting that most patients view MRSA as only occurring in the hospital 
context with very few recognising that it can also be prevalent in the community137.  
 
5.2.B.3. What infection control measures do patients think are effective?   
Evidence derived from 3 studies indicates that the majority (between 79% - 95%) of 
patients51,50,162 know the importance of hand washing in preventing HCAI’s; however 
it should be noted that most patients in these studies (81% - 97%) read a brochure on 
HCAI’s before they were asked this question; thus this may not be an accurate 
reflection of their baseline knowledge of HCAI’s.    
 
One study reported that 49% of patients felt that involving patients in hand hygiene 
initiatives could reduce the risk of infection158. Data derived from 2 studies indicated 
that patients may be unsure whether asking healthcare staff if they have washed their 
hands would be an effective infection control measure. Both studies assessed patients’ 
perceptions of the efficacy of this action on a response scale of 1-7 (not effective-very 
effective); the 2 studies produced an overall mean score of 3.5 (3.46172 and 3.54120 
respectively). 
  
Research from 3 studies concentrating specifically on MRSA showed that while some 
patients (in all 3 studies) cited hand washing as a possible solution to preventing 
MRSA, the number that thought this would be an effective solution varied 
considerably between studies136,137,152. Other effective infection control measures that 
were cited in studies by patients included, wearing gloves/aprons, isolation rooms, 
staying at home and limiting contact with others, and cleaning wounds properly136,152. 
In addition, data from these studies further indicates that nearly a quarter of patients 
(24%) are unsure how to protect against MRSA152 and that patients believe they could 
only play a minimal role in tackling the problem of antibiotic resistance, reasoning it 
was largely out of their control and that they did not have the requisite knowledge to 
personally contribute to the solution137.  
 
5.2.B.4. How susceptible do patients think they are to HCAI’s? 
Five studies provided data that could be related to patients’ perceived susceptibility to 
HCAI’s132,136,137,158,165. One study showed that 84% of patients before admission were 
aware of HCAI’s158; though no direct measure of their perceived risk of infection was 
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 given. One study reported that 70% of patients were concerned about the risk of 
HCAI’s in hospital165. Alternative research indicates that 79.8% of patients perceived 
‘some risk’ of contracting an HCAI, though only 2.7% reported they felt ‘very much’ 
at risk. The same study also indicated patients consider certain cohorts as more 
susceptible to HCAI’s than others; namely identifying the elderly, children and 
patients on surgical wards as ‘high risk’ groups132.  
 
With regards to specific types of infections, 1 study reported patients’ perceptions of 
MRSA as ‘very common’ (mean score of 3.8 on scale of 1-5 ‘not common’-‘very 
common’)136. Alternative (qualitative) work reports that the topic of MRSA generates 
concern  for patients; a feeling intensified if the patient or a family member are 
admitted into hospital137. 
 
5.2.B.5. How preventable and severe do patients think HCAI’s are?  
Five studies reported data related to patients’ perceptions on the preventability of 
HCAI’s132,152,158,164,165. Two studies showed between 88.2%-83% of patients 
questioned thought that HCAI’s could be prevented132,165. One study yielded 
considerably lower percentages with only 40% believing that infections could be 
prevented - 48% said they could not be prevented, the remaining patients were 
unsure158. The other 2 studies reported that (in the first study) 50.8% of patients would 
seek legal advice if they caught a HCAI164 and (in the second study) 38% of patients 
would feel angry if they caught an infection (in this case MRSA); one of the reasons 
for this anger being that patients thought the infection could have been prevented152.  
 
Only 1 study contained results on patients’ views of the severity of HCAI’s in general 
(i.e. any infection). This data revealed that 68.9% of patients thought that HCAI’s 
were serious132. By contrast, 4 studies provided data on patients’ perceived severity of 
MRSA.  One study reported that the majority of patients perceived MRSA as a ‘very 
serious’ problem137. Similarly, other data revealed that patients thought the 
consequences of MRSA could be significant, citing a number of outcomes including 
wound infection (identified by 46% of patients), major illness (38%), and delayed 
discharge (22%). Only 4% of patients thought there were no consequences of 
MRSA152. Further data extracted specifically from patients with infections reported 
that 79% (out of 91) of patients with osteomyelitis, septic arthritis or prosthetic joint 
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 infections (25 of whom also had MRSA) thought that their infection was serious and 
that it had major consequences on their life147.  One study however, on patients whom 
had acquired MRSA, reported more mixed perceptions; while half those patients with 
MRSA rated their infection as serious; the other half felt the consequences were much 
less severe and did not affect their lifestyle166.  
 
5.2.B.6. How have patients helped to reduce HCAI’s?  
Three intervention studies indicate that when patients are encouraged to ask staff if 
they have washed their hands, hand washing compliance (measured by soap usage) 
significantly increases50,51,162.  These studies indicate that compliance rose between 
34%50 to 50%51 to almost 100%162. One of these studies also reported that 3 months 
post-intervention, hand washing compliance was still 40% higher than the baseline 
rate and that 60% of healthcare professionals in this study washed their hands when 
questioned by the patient162. 
 
 
5.2.B.7. The use of the Theory of Planned Behaviour in predicting patient 
involvement in infection control  
 
One study examined the extent to which the Theory of Planned Behaviour (TPB)XIV 
could be used to predict patients’ intentions and actual behaviour towards asking 
healthcare professionals if they have washed their hands157. Overall the model 
accounted for quite a large variance in predicting patient behaviour. However, an age-
related interaction effect with infection status was reported. Younger patients with 
MRSA asked healthcare professionals if they had washed their hands more than 
younger and older patients without MRSA. Older patients with MRSA asked more 
than both younger and older patients without MRSA. In addition, while there was no 
effect between age or infection status in terms of patients’ knowledge, perceived 
behavioural control, normative beliefs and attitudes towards hand washing, there were 
noticeable disparities between the extent to which the constructs of the TPB could 
predict intentions and actual behaviours for younger and older patients with and 
without MRSA. Among older patients (those over 65 years) with MRSA the 
predictors (i.e. the TPB constructs) explained 55% of variance in intentions and 22% 
of variance in behaviour whereas in younger patients with MRSA 48% of the variance 
                                                 
XIV This model is discussed in more detail in Chapter 6 that follows.  
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 in intentions and 42% of the variance in behaviours were explained. For older patients 
without MRSA 28% and 15% of the variance in intentions and behaviours 
respectively were explained whereas this percentage rose to 54% and 44% 
respectively for younger patients without MRSA.  
 
5.2.B.8. What is patients’ baseline willingness to ask healthcare staff if they have 
washed their hands? 
 
Seven studies provided data on patients’ baseline willingness to ask healthcare 
professionals if they had washed their hands before treating them122,132,144,157,161,163,172,.  
 
One study reported that 80% of patients said they would ask healthcare professionals 
to wash or sanitise their hands163. The majority of work however, indicates otherwise. 
One study of patients’ self-reported behaviour during their hospital stay revealed that 
only 4.6% posed this question to a healthcare professional122. Two studies 
documented between 61.4% - 62.5% of patients did not try to ask medical staff to 
wash their hands during their hospital stay157 or would not be willing to ask a 
healthcare worker if they had washed their hands161. Analogous findings have been 
displayed on studies that have asked patients to rate how likely they would be to 
question the hand hygiene practices of healthcare professionals. On a scale of 1-7 
(‘not willing’/‘likely’-‘very willing’/‘likely’) 2 different studies produced an overall 
mean score of 2.5 (1.73120 - 3.26172 respectively). Another study which measured (on 
a 4 point scale, 1= ‘not willing’ 4 = ‘definitely willing’)  patients’ willingness to 
question staff on their hand washing compliance, reported a mean score of 2.08144. 
 
In addition, even when patients report they have been exposed to a healthcare 
professional that did wear gloves or a mask when they should have (e.g. when 
touching blood, body fluids, mucous membranes or non-intact skin),  the vast majority 
of these patients (90.3%) said that they did not speak up and question staff132.  
 
Two studies provided patients’ qualitative data on why patients would not ask 
healthcare professionals if they had washed their hands. One study reported the most 
common reason was the conviction that such behaviour (staff not washing their 
hands) was not dangerous to them132. 
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 The other study cited a number of reasons, these included ‘I didn’t ask doctors as I 
didn’t have much to do with them’, ‘I didn’t have to ask as they saw the  leaflet’ 
(about the importance of hand washing), ‘I was not comfortable asking doctors as 
they were always in a group’, ‘everyone wore gloves anyway’, ‘I didn’t ask doctors as 
I noticed they washed their hands’51.  
 
In one study patients provided open-ended comments on healthcare professionals’ 
reactions when patients questioned their hand hygiene practices. Some of the negative 
responses provided by patients included: ‘the nurse laughed when I asked them’ ‘I got 
a positive response from most-but not the doctor’ and ‘when I asked the doctor he 
looked at me like I had two heads’51. 
 
5.2.B.9 Are patients satisfied with the information provided?  
Three studies reported that patients want more information about HCAI’s132,164,165. 
One of these studies reported that 80% of patients said they had received no 
information about HCAI’s during their hospital stay and 76.9% felt this information 
should be provided164. Another study reported that 86.9% of patients said they 
required more information about HCAI’s132.The other study reported 62% of patients 
were dissatisfied with the level of information provided by the hospital and medical 
community about HCAI’s165; this was particularly true for college educated 
responders. However, data derived from alternative work contends the above views, 
with 71% of patients questioned stating they received adequate information about 
HCAI’s136.  
 
Three studies provided data on where patients learn about HCAI’s. The media was the 
most frequently cited informational resource with percentages in the 3 studies ranging 
from 42%152 - 53.6%132 – 68% (for television and newspapers)136. Two studies also 
showed that patients acquire information from healthcare professionals, though to a 
much lesser extent (15.1%132 – 28%)152. 
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 5.2.B.10. What factors affect patients’ views or willingness to participate in 
infection control initiatives?     
 
Several factors were shown to affect patients’ willingness to ask healthcare staff if 
they have washed their hands. These factors have been grouped as patient-related, 
illness-related, healthcare-professional (HCP) related and healthcare setting-related. 
The key findings have been summarised in Table 5.2; the paper(s) in the systematic 
review that relate to each finding is denoted in superscripts (for a more detailed 
account of findings please refer to Appendix 5.2).  
 
Table 5.2. Factors that could affect patients’ attitudes to, and/or participation in 
infection control 
 
Factor  
 
Brief summary of evidence  
1. Patient-related  
   Sex  - Men more likely to think that HCAI’s are preventable158, 165.  
- Women more likely to consider infections rates as an important factor in whether to 
choose a hospital163.  
   Ethnicity  - Caucasian patients more cognizant of HCAI’s165.   
- Patients of racial minority groups more likely to ask about hand washing161. 
   Age  - Younger patients (under 65) more likely to think infections could pose serious 
financial effects147.  
   Education  - Patients with a ‘higher’/more formal education had greater knowledge about 
HCAI’s132,164,165. 
- Patients that were more educated more likely to question healthcare staff132. 
- Better educated patients less likely to question staff161. 
  Employment  - Unemployed patients expressed higher perceived susceptibility to HCAI’s132. 
  Knowledge and   
  beliefs  
- Patients with higher levels of perceived behavioural control (in their capabilities to 
ask staff if they have washed their hands) displayed greater intentions to ask 
healthcare staff about their hand hygiene157.   
 
2. Illness-related  
   Experience of errors  - Patients with MRSA were more likely to ask staff if they washed their hands157.  
 
3. HCP-related  
   Exposure  - Patients never exposed to a healthcare professional that had not worn gloves or mask 
when they should have reported greater willingness to question healthcare staff132. 
   Role of healthcare staff - Patients more willing to question doctors than nurses50,51,144,162.  
   Encouragement  - Patients more likely to question staff when instructed to by a doctor144.  
 
 
4.Healthcare setting-related  
   Information provision  - Patients that received information about HCAI’s during their hospital stay were 
more likely to know about HCAI’s and to question healthcare professionals on their 
hand hygiene practices132. 
- Patients are more likely to ask about hand washing when they are empowered to do 
so (e.g. by being given brochures, prompting aids)50,51,162. 
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 5.2.C. Medication safety  
Twenty-one papers (16 primary121,138,139,142,145,146,148,151,153-156,160,167,171,174 and 5 
secondary120,122,144,161,172) were related to patients’ (n= 20) or publics’ (n=1161) views 
on and/or involvement in preventing medication errors and/or the patients’ role in 
reporting adverse drug reactions (ADR’s) or adverse drug events(ADE’s). In this 
results section I will first briefly discuss what patients know about the medicines they 
are taking (regimen and side effects) and their perceived susceptibility to medication 
errors. I then discuss patients’ willingness to participate in different medication 
safety-related behaviours. I will then focus more specifically on the patients’ role in 
relation to medication incident reporting. At the end of this section I consider factors 
that could affect patient involvement in medication safety-related behaviours and 
discuss where patients currently access medication-related information.  
 
5.2.C.1. What do patients know about medicines they are taking?  
Two studies indicate (some) patients may not possess the requisite knowledge about 
their drugs and drug regimen. One of these studies focussed on patients’ knowledge of 
their Methotrexate treatment. While all patients were aware of the once weekly dosing 
regimen, only 54% were able to state their dose in milligrams; 42% knew their dose 
as the number of tablets taken once weekly and 4% did not know their dose at all. In 
addition, just under half (49%) could not state any adverse effect of Methotrexate and 
when questioned about drugs to avoid 65% were unable to name any drug155. The 
other data was obtained from patients being treated in either a general medical clinic 
or an anticoagulant clinic. It was reported that the majority of patients (77% and 90% 
respectively) knew the names of at least half of the drugs they were taking and more 
than two-thirds (67% and 79% respectively) knew the indications139.  
 
Additional data indicates that nearly one-fifth (19%) of patients may not take their 
medications as directed. In the present study this noncompliance led to 44% of drug-
related problems resulting in hospitalisation (due to ADR’s) and 38% of drug-related 
problems resulting in unscheduled visits to physicians167.  
 
5.2.C.2. How susceptible do patients think they are to medication errors?  
One study in the pharmacy setting reported that 17.2% of patients worry about getting 
the wrong medication from the pharmacy and 5.7% said they felt anxious when they 
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 had their prescription filled. However, this same study reported that 73% of patients 
felt that mistakes do not happen very often in pharmacies and 70.3% felt you can trust 
the pharmacist to give you the right pills121. 
 
 
5.2.C.3. How willing are patients to engage in medication-safety related 
behaviours? 
 
Five studies indicated patients’ baseline willingness to participate in various 
medication-safety-related behaviours120-122,161,172.  
 
One study reported that 91.3% of patients said they would be comfortable asking a 
nurse the purpose of their medication122. Another study highlighted how the majority 
of patients engage in basic medication safety-related precautions - 93.9% check the 
medication name on the label, 88.3% check their own name on the label, and 80.6% 
check directions on the label121.  
 
Similar findings (but to a slightly lesser degree) found that 63% of patients would be 
‘likely’ or ‘very likely’ to check they have received the right drug strength before 
leaving the pharmacy; 46.3% would also be at least ‘likely’ to provide doctors with 
information about their current medication plan, by taking a written list of all the 
medications they are taking when going to see a doctor, and; 84.3% would be 
‘likely’/‘very likely’ to question medications they were given if they did not recognise 
them161.  
 
Two other analogous studies asked patients to rate on a scale of 1-7 how likely they 
would be to engage in different medication safety-related behaviours (‘not at all 
likely’- ‘very likely’). The first of these studies reported that patients scored a mean of 
4.84 on the likelihood that they would make sure doctors know of any allergies or 
ADR’s to medicines they have, 4.76 on the likelihood that they would make sure the 
doctor knows of all prescriptions they are taking, 4.10 on making sure the doctor 
knows about all over-the-counter medicine and other supplements, and 3 on 
confirming whether they are getting the right medicine and dose120. Similar results 
were reflected in the other study172.  
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 In addition, other work reported that when patients were asked to rate on a scale of 1-
4 how willing (‘not willing’-‘definitely willing’) they would be to question doctors or 
nurses if they did not think they had been given the correct medication the overall 
mean score was 2.8 ( 2.7 and 3.18 respectively)144.  
 
5.2.C.4. The patients’ role in medication incident reporting  
In total 13 studies included data that indicated patients’ ability to report ADR’s or 
medication errors or specifically examined what types of ADR’s or errors patients 
report138,139,142,145,146,148,151,153,154,156,160,171,174. 
 
5.2.C.4.1. What do patients know about the aetiology of ADR’s?  
One study specifically examined patients’ views on the causes of adverse drug events 
(ADE’s), (defined as ‘illness or negative effects caused by a prescribed drug, such as 
a reaction to a drug or a reaction caused by drugs that interact with one another’). 
The most commonly cited aetiologies for ADE’s were miscommunication between 
doctor and patient and patient non-adherence to medicine instructions. 82% of 
patients reported that ADE’s could occur as a result of patients not asking questions 
about their drugs due to fear or embarrassment of a negative reaction from the doctor, 
64% stated patients may not be able to understand the medicine leaflet and 55% of 
patients felt that drug information materials may be (too) difficult to read (55%)138.  
 
5.2.C.4.2.What do patients do if they experience an adverse reaction to a drug?  
One study reported patients have mixed perceptions on what to do if they experience 
an adverse reaction to a drug - 69% said they would stop taking the drug at the onset 
of the reaction, 15% would stop taking the drug and start taking another medicine, 
11% would change the dose, 9% would do nothing and 5% would start taking another 
medicine for the reaction146.  
 
5.2.C.4.3. How can patients help? 
Eleven studies looked at patients’ reporting of ADR’s or 
ADE’s139,142,145,148,151,153,154,156,160,171,174.  
 
Three studies conducted in the Netherlands compared patients’ reports of ADR’s with 
healthcare professionals’ reports. One study revealed that patients report ADR’s 
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 sooner than healthcare professionals (the mean time lag for reporting by patients was 
229 days less than the reports by healthcare professionals)148. One study illustrated 
how the type of medication the patient is taking can affect the frequency of reports. 
Healthcare professionals (in this case pharmacists) were more likely to report 
reactions related to medication directed at treatment of disorders (e.g. in the 
alimentary tract and metabolism or cardiovascular system), whereas patients were 
more likely to report concerns regarding hormone-based medication and drugs 
affecting the nervous system.  In addition, healthcare professionals were more likely 
than patients to report serious ADR’s171. Conflicting data however details how the 
seriousness of ADR’s reported between healthcare professional and patients were not 
significantly different – though there were differences in the categories of seriousness. 
Patients reported more life threatening ADR’s (5.2% vs. 2.7%) but less ADR’s 
leading to prolonged hospitalisation (9.8% vs. 12%)145.  
 
Three studies in the UK have focused on encouraging patients to report reactions to 
‘black triangle drugs142,153,154 (new drugs that are monitored by the Committee on 
Safety for Medicine (CSM) for which the full extent of the side effects are unknown). 
Two studies examined the accuracy of patients’ reports (i.e. whether the reactions 
they reported could actually be attributed to the drug). One study conducted in 2002 
reported that from a total of 7016 ADR’s reported (by 742 patients), reviewers 
classified 71% as ‘possibly’ or ‘probably’ caused by the drugs154. During the study 
period, few reports (in the form of yellow cards) were submitted to the CSM. 
Analogous findings were reported in a study a year later. From a total of 2333 ADR’s 
reported (by 344 patients), reviewers classified 67.2% as being either ‘possibly’ or 
‘probably’ caused by the drugs in the study153. Despite 20.3% of patients claiming to 
have told their doctor about ‘some’ of their symptoms and 22.4% stating they had told 
their doctor about ‘all’ of their symptoms, only 17 reports were received by the CSM. 
This latter finding has been reflected in other work in the UK. During an intervention 
to encourage patients to report ADR’s of ‘black triangle’ drugs to healthcare 
professionals, only one yellow card (from 11 possible reactions reported by patients) 
was submitted to the CSM142.   
 
In addition, other work reports that even when patients notice and report apparent 
associations (between their drug and symptom) physicians commonly deny the 
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 possibility of a relationship151, even though the literature supports the link to the ADR 
and cases met literature criteria for ‘probable’ or ‘definite’ ADR causality. Other 
work in a general medical and anticoagulant clinic documents how patients and 
doctors disagree on the prevalence and type of ADR’s. In the general medical clinic a 
total of 69 ADR’s were reported (39 by patients and 41 by doctors)XV; in the 
anticoagulant clinic a total of 24 ADR’s were reported, (21 by patients and 5 by 
doctors). Agreement was observed in each setting in only 11 cases and 2 cases 
respectively139. Similar findings have been observed in data specifically collected 
from an elderly patient cohort. One study revealed little agreement between patients 
and physicians reports of ADR’s; only 7 patients (1.7%) had the same adverse effects 
reported by both patient and healthcare professional.  In addition, there was 
discordance between the types of adverse effects reported156.  However, slightly more 
promising findings were published in another study on the elderly. A correct opinion 
was found between complaints and medication in 73 of the 93 (79%) patients. This 
said though, while 2 of the patients who recognised an ADR stopped taking the 
responsible drug (both of whom had a reaction which led to hospital admission), 21 
patients had a severe ADR; 14 (67%) of whom had not recognised it160.  
 
One intervention study specifically examined how patients could help to prevent or 
mitigate the effects of medications errors by reporting ‘real time’ when errors/effects 
occur. All patients in the study were given a consumer education guide about 
medication safety. Patients in the intervention group also received a copy of their 
current medication list along with a glossary that explained common medical terms 
together with an updated medication list every 3 days in hospital. At discharge all 
patients were surveyed about medication errors. From 209 patients, 11 patients 
experienced 12 ADE’s and 16 patients experienced 18 close calls. The event rate in 
the intervention exceeded that of the control (8.4% vs. 2.9%) but the close call rate 
was lower in the intervention group than in the control (7.5% vs. 9.8%); neither was 
statistically different. The authors acknowledge that the lack of intervention effect 
may have been due, in part, to 6 out of 12 ADE’s and 14 out of 18 close calls 
occurring after admission but before enrolment of study. However, despite the lack of 
                                                 
XV There was a certain amount of overlap between the ADR’s that patients reported and those that 
doctors reported which is why there are more reports of ADRs (39 by patients and 41 by doctors) than 
the total number of ADRs reported in the study (N = 69). 
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 effect, when nurses were surveyed, 24% said that patients and families asked more 
questions about their medicines and 29% said that at least one medication error was 
prevented due to either the patient or a family member identifying a problem174. 
 
 
5.2.C.5. What factors affect patients’ attitudes or willingness to participate in 
medication safety-related behaviours?  
 
A number of factors have been implicated in affecting patients’ attitudes or 
preferences for involvement towards medication safety; these have been grouped as 
patient-related, illness-related, healthcare professional-related, healthcare setting-
related, and task-related.  The key findings have been summarised in Table 5.3; the 
paper(s) in the systematic review that relate to each finding is denoted in superscripts 
(for a more detailed account of findings please refer to Appendix 5.3).  
 
Table 5.3. Factors that could affect patients’ attitudes to, and/or participation in 
medication safety  
 
Factor  
 
Brief summary of evidence  
 
1. Patient-related  
  Sex  - Women are more likely to read medicine pamphlets and instructions121.  
- Women are more likely to report  ADR’s145. 
  Ethnicity  - Patients who were Caucasian were less worried about medication safety when 
obtaining a prescription121.   
  Education  - Patients with high school education or less were more likely to think that ADR’s 
were serious146. 
 
2. Illness-related  
  Experience of errors  - Patients with experience of ADR’s were more likely to believe drug reactions occur 
frequently and are not severe146. 
- Patients with experience of errors more likely to participate in medication-safety 
related behaviours, e.g. checking medicine details on the label121.  
  Illness severity  - Patients who experienced more severe (negative) effects of drugs were more likely 
to report reactions to doctors153,154. 
 
3. HCP-related  
   Role of healthcare staff - Patients more willing to question nurses than doctors if they do not think they have 
been given the correct medicine144. 
   Encouragement  - Patients more willing to question staff if instructed to by a doctor144.  
   Information provision  - Patients more likely to report ADR’s  to doctor if given advice leaflet by doctor142. 
 
4.Healthcare-setting-related   
   Setting   - Patients report more ADR’s in home-dwellings vs. institutionalised care156. 
 
5. Task-related 
   Type of task  - Patients do not view involvement in all medication safety-related behaviours 
equally120,121,161,172. 
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 5.2.C.6. Where do patients get information about medication safety?  
Patients get information about their medication from a variety of sources. One study 
reported that media exposure to the subject of ADR’s was evident; the most common 
sources were television, radio, newspapers and magazines; patients with experience of 
ADR’s were more likely than those without experience to report awareness of the 
subject of ADR’s via the media (12% vs. 20%)147. 
 
Patient demographics may influence which resources patients choose to use. One 
study reported that older patients are more likely to talk to a pharmacist about their 
medication and younger patients are more likely to look up information on the 
internet. In addition, patients with less formal education are more likely to talk to a 
pharmacist121.  
 
Two studies indicate that some patients may be dissatisfied with the current level of 
information they are given regarding their medicines. One study reported that while 
79% of hospital patients said a healthcare professional had explained adequately the 
purpose of their medicine, only 49% received explanations of the side effects they 
might experience post-discharge174. The other study reported that between 28%-36% 
of patients in either a medical or anticoagulant clinic would have liked more 
information about the indications for their drug treatment139. This said, other data 
from 2 studies reveals that not all patients read information when it is provided. In 1 
study 10% of patients admitted they had not read their medicine instruction leaflet 
(79% said they had been given a leaflet)155 and another study reported that only 72.3% 
patients questioned said they had read the information leaflet121. 
 
5.2.D.  Incident reporting  
Eighteen of the papers related to the patients’ role in incident reporting in general (7 
primary123, 133,150,169,170,173,175, and 11 secondaryXVI).  
 
5.2.D.1. What errors do patients report?    
All of the data in this area was collected specifically from the hospital context.  
                                                 
XVI All of the papers in the secondary category (n = 11) have already been considered in the medication 
safety section, specifically in the patients’ role in medication incident reporting (see Section 5.2.C.4); 
for this reason they are not considered here. 
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 One study conducted in 2005 examined hospital patients’ reports of ‘undesirable 
events’ (defined as ‘complications, problems or unexpected or unpleasant 
situations’). Patients were given a list of 27 events which were categorised as 
interpersonal problems, healthcare process problems or medical complications (9 in 
each category) and asked to indicate whether they had experienced any of these events 
during their hospital stay. Out of 1433 patients a total of 1814 events were reported, at 
a rate of 1.3 per person. Medical complications were the most common category of 
events to be reported accounting for 29.8% (n=429) of all reports. This was followed 
by process-related and interpersonal problems (n=337). The most common 
interpersonal problems were not respecting confidentiality (n=120) and doctors and 
nurses not listening to information the patient gave them (n=99). The most common 
medical complications were developing phlebitis (n=158), acquiring an infection in 
hospital (n=118) and having a reaction to a drug (n=110). The most common 
healthcare process problems were unavailability of medical records (n=136) and not 
being given enough painkillers (n=92). A number of very serious incidents were 
reported, including doctors making the wrong diagnosis (n= 56) and being operated 
on the wrong side (n=10)133.   
 
A similar study in 2008 followed on from the above work but adapted the 
methodology slightly. This study also provided a measure of patients’ levels of 
uncertainty in judgement. Reviewers classified patient reported events as ‘uncertain’ 
(for those where patients said they were not completely sure of the accuracy of their 
feedback) and ‘definitive’ (for those that were definitely sure that the event occurred). 
From 126 patients a total of 128 events were reported (94 ‘definitive’ and 34 
‘uncertain’); a rate of 1.02 per person. The most common ‘definitive’ events reported 
were phlebitis (n= 20), experiencing a reaction to a drug (n= 15), staff not disinfecting 
hands when they should have (n=10), a dose of a drug omitted by mistake (n=6) or a 
planned test omitted by mistake (n=4). Similar findings were reflected in terms of the 
‘uncertain’ events; the most frequently cited were staff not disinfecting their hands 
(n=10), medical records not being available when needed (n=60), and a planned test 
omitted by mistake (n=40). Many patients also reported problems with food or dietary 
intake (e.g. confusion of special meals, supply of wrong meals, or at the wrong time, 
and unavailability of meals when needed). Findings highlighted some patients were 
told to take their medicines with their food but that their food and medicines did not 
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 come at the same time. When patients informed nurses of this they were told to take 
their medicines anyway. Based on detailed interviews with 18 patients (derived from a 
larger sample of 50) that had experienced 3 ‘definitive’ and 10 ‘uncertain’ events, 18 
of the ‘definitive’ events were confirmed, 9 were discarded and 3 could not be 
classified. Of the 10 ‘uncertain’ events, 8 could not be classified, 1 was discarded and 
1 was confirmed169.  
  
One study in 2005 collected data from medical patients during their hospital stay and 
post-discharge. Patients were asked whether they thought they had been hurt during 
their hospital stay or whether a mistake or problem had occurred in their care. 112 
patients reported at least one incident and a total of 310 distinct incidents were 
received; a rate of 1.4 per person. Reviewers judged 75 of these events as favourable 
assessments of clinical care (i.e. where no evidence of a problem in care was found) 
and 173 as problems with service quality. The remaining 62 included incidents that 
the reviewer either considered to be adverse events (defined as ‘injuries because of 
medical care rather than the natural history of the illness’), near misses (defined as 
‘errors with the potential for injury, but no harm resulted as the error was 
intercepted’) or medical errors with minimal risk of harm. Seventeen patients 
experienced 20 adverse events, 8 patients experienced 13 near misses and 21 patients 
experienced 29 medical errors with minimal risk of harm. After reviewer 
classification medication-related problems were implicated in the majority of 
incidents including 70% of adverse events (14 of 20) and 76% of events overall (47 of 
62). Seven of the patients in the study were the subject of 8 incident reports during the 
study period; however there was no overlap between the reports elicited by patients 
and those captured by the hospital incident reporting system. Overall, participants 
rated their involvement in the study favourably; 33% said the interviews were 
satisfactory and 66% described them as rewarding, engaging, interesting or 
important123. 
  
A similar study was conducted in an outpatient oncology unit in 2007. Patients’ 
reports were categorised using the same classification system. From 193 patients, 121 
events were reported; a rate of 0.63 per person. Reviewers classified 2 of these 
incidences as adverse events, 4 as close calls, and 14 were errors in care with little 
risk of harm. The remaining 101 events involved lapses in service quality accounting 
 102
 
 
 for 52% of all incidents reported. The most common were waits and delays, (cited by 
33% of patients) and poor communication (21.4%). When questioned whether staff 
had performed standard safety checks comprising confirmation of identity, how to 
take medications at home and who to contact in an emergency, 86% of all patients 
answered in the affirmative. However, 42 (out of 193) patients said they had 
experienced an ‘unsafe’ act. In 5 cases patients did not and were not planning to 
notify staff of the incident, 1 did not know whom to tell, 1 wanted to remain 
anonymous, 1 did not think it would help and didn’t want to bother doctors/nurses and 
the other patients provided no explanation. Reviewers analysed the most serious 
incidents reported; these included 1 of 2 reviewer classified adverse events, 3 of 4 
close calls and 9 of 14 medical errors with minimal risk of harm; 27 of the 42 reports 
were classified as service delivery problems173. 
 
One study asked patients to describe any negative effects or complications that had 
occurred while they were hospitalised. Nurses looked at medical records to identify 
adverse events (defined as ‘unintended harm for patient by act of commission or 
omission rather than by underlying disease or condition of patient’). Physicians then 
classified events in terms of severity and preventability. The medical record review 
was performed twice to account for mistakes of agreement. In total 229 patients 
reported 304 AE’s’; a rate of 1.3 per person. 129 events were identified by both 
patient reports and in the medical records. However, 170 indentified by patients were 
not reported in medical records175.  
 
One study which focussed specifically on patients’ reports of errors in the emergency 
setting found a 5% (n=10) adverse events rate (defined as ‘unintended injury or 
complication caused by healthcare management rather than the patients underlying 
disease’); none of these events were deemed (by physicians) as life-threatening or 
serious; 60% of the events were considered preventable. None of these events were 
recorded by the nurse or physician in the emergency department or in the hospital 
event reporting database. In addition, a 4% near miss event rate was revealed in the 
patient interviews (8 out of 201 interviews), half of these were not recognised by 
hospital staff and only 1 was recorded on the medical record; none were recorded on 
the hospital event recording system150. 
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 One study asked patients about their safety-related concerns during their hospital stay. 
Out of 1998 patients, 219 patients reported 247 errors; a rate of 11%. However, when 
reviewers classified patient reports, 45.3% of events were considered to represent 
misunderstandings. In most of these, the medical record showed that the care 
appeared to be appropriate even though the patient believed that the diagnosis or 
treatment actions were incorrect (e.g. patients questioning medication dosage within 
normal range). Another 19.8% of errors appeared to represent complaints about 
communication and behaviour; most of these involved waiting times and 
clinician/staff rudeness; 10.5% represented medical errors and 8.9% were nonmedical 
errors (e.g. prescription delay); 12.6% could not be classified due to inadequate 
information, and; 2.8% the reviewers were unable to determine. Reviewers were only 
able to consider 19% of the reported incidents as errors according to the IOM 
definition, but after further review only 2% were finally judged as real clinician 
errors170.  
 
 
5.2.D.2. How willing are patients to report errors?  
Only 2 of the above studies provided data on patients’ baseline willingness to report 
errors. In 1 study 37 out of 42 patients who had experienced an ‘unsafe’ act stated 
they ‘may’ report the error173.  The other study reported that 37% of patients that 
experienced a safety-related event had communicated with staff about it, 14% had no 
communication and 49% felt that such communication was not necessary. In terms of 
talking about the error(s) to staff 2 common themes emerged: 1) patients felt 
uncomfortable and felt staff would not welcome concerns (e.g. they could be 
considered a trouble maker), and; 2) patients did not discuss the event as it did not 
have serious consequences169.  
 
Additional research showed that 78% of patients reported to a healthcare professional 
when they thought either a minor or major error had occurred in their care. Most of 
those not reporting explained that their healthcare providers were already aware of the 
errors, with this being more likely for less severe errors (80% vs. 75%)122. 
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 5.2.D.3. What factors affect patient involvement in incident reporting? 
A number of factors were shown to affect patient involvement in incident reporting. 
These were classified as patient-related, healthcare setting-related and task-related. 
The key findings have been summarised in Table 5.4; the paper(s) in the systematic 
review that relate to each finding is denoted in superscripts (for a more detailed 
account of findings please refer to Appendix 5.4).  
 
 
Table 5.4. Factors that could affect patients’ attitudes to, and/or participation in 
incident reporting  
  
Factor  
 
Brief summary of evidence  
1. Patient-related  
 
   Sex  - Women more likely to report experiencing an adverse event175.  
- Women more likely to report errors related to misunderstandings (e.g. related to 
medication side effects and missing documentation)170. 
   Ethnicity  - Hispanic patients were more likely to report  errors and communication/behaviours 
problems170. 
 
   Age  - Reports of medical errors and communication problems increased with age170.  
- Younger patients more likely to report experiencing an adverse event175.  
- Older patients more likely to report medical complications133. 
2.Healthcare-setting-related  
 
   Length of stay  - Frequency of adverse events reported by patients increases with length of stay in 
hospital169,175. 
 
3. Task-related 
 
   Timing  - Frequency of incidents reported by patients decreased with time - patients reported 
more events during hospitalisation than by telephone post-discharge123. 
 
 
5.2.E. Choosing a treatment provider  
Three studies looked at patients’ views on choosing a healthcare provider (1 
primary159 and 2 secondary120,172).  
 
5.2.E.1. Patients’ attitudes towards healthcare performance indicator 
information  
 
Only 1 study specifically looked at patients’ attitudes towards ‘healthcare 
performance indictors’ and ‘patient choice’. This was a qualitative study and showed 
widespread agreement that performance should be measured in some way; some 
patients were also familiar with performance indicator information and saw 
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 publication of comparative information as beneficial. However while some patients 
felt that publication of hospital rankings could lead to improvements in standards, 
other patients highlighted the possible negative results of ‘naming and shaming’ (e.g. 
morale of staff, increased workload and demands on successful hospitals). Prior to 
being shown, most patients had some awareness of hospital ratings information, 
though there was a lot of confusion between Department of Health (DoH) ratings and 
the DR Foster guidelines; hardly anyone knew what star rating their local hospital 
Trust had been awarded. There was considerable mistrust and negative comments 
expressed about the DoH ratings and patients were confused about how the 
information on performance indicators was collected and assessed. Some patients had 
seen Dr Fosters ‘Good Hospital’ and ‘Good Consultant’ guides and found these more 
user-friendly than the DoH ratings. Both basic information (e.g. hospital facilities) 
and detailed information (e.g. waiting times in specific clinical areas) were considered 
to be useful. The reliability of the information provided from Dr Foster was however 
questioned by some; especially when they found out that the organisation relied on the 
DoH for some of the information. The results also revealed that patients want 
information about specific local services rather than generalised comparative 
information; priorities included waiting times and consultants’ special interests, 
clinical experience and success rates159. 
 
In addition, the extent to which patients thought performance indicator information 
was useful depended on how much choice they felt they had; most felt they did not 
have any. Even when choice was available many patients did not advocate this and 
instead said ‘choice’ should not be necessary as there should be ‘high quality for 
all’159.   
 
There were mixed views on whether patients would travel to a hospital outside their 
area for treatment; most relied on their GP to make the decision159.  
 
Even though patients thought that performance indictor information should be 
publically available, very few had looked at the information available on the DoH or 
Dr Foster websites.  Some patients found this information frightening, others 
questioned its relevance to clinical quality; a few however, felt this type of data was 
essential, citing the Bristol Royal Infirmary Inquiry as a reason159. 
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 In addition to the above qualitative work, 2 studies provide a quantitative indication of 
patients’ willingness to participate in choosing a treatment provider. One of these 
studies conducted in the US asked patients to rate on a scale of 1-7 patients their 
likelihood (‘not likely’-‘very likely’) of participating in different treatment choices. 
The highest mean score was evident in the item ‘making sure that the hospital has a 
lot of experience on the procedure you require’ (mean score of 4.77), this was 
followed by (in order) ‘choosing a surgeon based on the surgeon’s experience’ (4.25), 
‘choosing a hospital based on reports of different errors in different hospitals’ (3.23), 
and ‘talking to your doctor so you can choose hospital with the least number of errors’ 
(2.68). Patients’ perceived effectiveness that involvement in such choices could result 
in a reduction in errors ranged from 4.38 – 5.3120. A similar study conducted in the 
UK a few years later, showed similar findings172.  
 
 
5.2.E.2. What factors affect patient involvement in choosing a treatment 
provider? 
 
Two factors were implicated in influencing patients’ attitude towards or involvement 
in choosing a treatment provider; these were grouped as patient-related and task-
related. The key findings have been summarised in Table 5.5; the paper(s) in the 
systematic review that relate to each finding is denoted in superscripts (for a more 
detailed account of findings please refer to Appendix 5.5).  
 
 
Table 5.5. Factors that could affect patients’ attitudes to, and/or participation in 
choosing a treatment provider 
 
Factor  
 
Brief summary of evidence 
1.Patient-related  
 
 Knowledge and beliefs   - Choosing a provider could be influenced by whether the choice is available and the 
benefit that such a ‘choice’ would have to the patient159. 
 
2. Task-related 
 
Type of treatment 
choice 
- Patients are more likely to participate in some treatment choices (e.g. choosing a 
surgeon based on the surgeon’s experience) than others (e.g. choosing a hospital 
based on reports of different errors)120,172.  
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 5.2.F. Preventing errors of misidentification  
Patients’ attitudes on preventing errors of misidentification were examined with 
specific reference to their views towards wearing a hospital identification bracelet. 
Only one study was retrieved which related to this area of interest.  
 
5.2.F.1. Patients’ views on the importance of wearing an identification bracelet  
Overall, 83.6% (out of 1289) patients felt that hospitals should introduce compulsory 
wearing of identification bracelets and 90.2% (out of 1265) of patients said they 
would agree to wear a bracelet in future hospitalisation periods143. 
 
While the majority of patients supported the wearing of an identification bracelet 
some patients (n=207 out of 1262) said they would either oppose the hospital policy 
or refuse to wear the bracelet. 138 patients provided a total of 242 explanations to 
justify their answers. Patients quotes could be split into 7 categories: 1) uselessness 
(N= 55) e.g. ‘‘the responsibility and competences of the medical staff were excellent, 
wearing a bracelet is useless’’; 2) selective use of bracelet (N=64) e.g. ‘‘the bracelet 
is necessary for certain patients (with high risk), but it should not be generalised’’; 3) 
lack of respect (N= 59) e.g. ‘‘I refuse to be an anonymous patient who must wear a 
label to be recognised’’; 4) refusal of obligation (n=16) e.g. ‘‘I don’t like the term 
‘compulsory’, everyone must have the right to choose’’; 5) patient responsibility 
(n=24) e.g. ‘‘the patients who know their identity do not need any identification 
bracelet’’; 6)  need to improve work of staff (n=14) e.g. ‘‘with staff in a sufficient 
number, I think that these problems of identification would be quasi non-existent’’; 7) 
aspect of bracelet (n = 100) e.g. ‘‘I would agree only if the bracelet is discreet’’143. 
 
5.2.F.2. What factors could affect patients’ attitudes to wearing a hospital 
identification bracelet? 
 
Two main factors that could influence patients’ attitudes towards wearing a hospital 
identification bracelet were highlighted; these were grouped as illness-related and 
task-related. The key findings have been summarised in Table 5.6; the paper(s) in the 
systematic review that relate to each finding is denoted in superscripts (for a more 
detailed account of findings please refer to Appendix 5.6).  
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 Table 5.6. Factors that could affect patients’ attitudes towards wearing a hospital 
identification bracelet  
 
Factor  
 
Brief summary of evidence 
1. Illness-related 
 
 
 Experience of errors    - Patients that reported no ‘safety’ incidents (884 out of 1052) were more in support 
of wearing a hospital identification bracelet143.  
 
2. Task-related 
 
 
 Providing examples  - Patients were more in support of the bracelet if given an example of why it was 
important (e.g. to avoid an error occurring in their care resulting from being mistaken 
for another patient) 143.  
 
 
 
5.2.G Improving the safety of healthcare in general  
Six studies related to patients’122,144, publics’120,161,172 or both patients’ and publics’134 
attitudes towards two or more of the aforementioned areas of interestXVII or patients’ 
attitudes on improving the safety of healthcare in general (i.e. reducing all types of 
errors).   
 
5.2.G.1. How do patients think errors could be prevented?  
One study indicated that most (91%) patients think they can have a role in preventing 
errors122. Two other studies have highlighted ways in which patients think they could 
help to do this. The first study, conducted in the US in 2005 examined patients’ 
perceptions on the effectiveness of strategies to prevent different types of errors. On a 
scale of 1-7 (‘not effective’-‘very effective’) patients thought that (in order of 
effectiveness) choosing a surgeon based on his level of experience (mean score of 
5.3), making sure doctors know about all prescriptions, allergies or reactions to drugs 
(5.25) and confirming whether they are getting the right dose of medicine (5.22) were 
the most effective error prevention strategies; whereas asking healthcare professionals 
about hand washing (3.54) and talking to a doctor about which hospital has the least 
errors (4.29) were the least efficacious. Interestingly, a linear trend was not always 
displayed between the extent to which patients thought different strategies were 
effective at preventing errors and their willingness to participate in the strategy (i.e. 
                                                 
XVII These studies placed equal salience on two or more of the aforementioned areas of research interest 
so they did not primarily relate to any one of the previous categories (e.g. infection control, medication 
safety).  
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 patients were not more likely to participate in behaviours that they perceived as more 
effective at reducing or preventing errors in their care) 122. The second study, carried 
out in the UK a few years later (in 2008) yielded similar results. Ensuring staff know 
about allergies and ADR’s (mean score of 4.55) and making sure staff know about 
prescribed medicines (4.50) were cited as the most effective; choosing a hospital 
based on reports of errors (3.18) and asking healthcare professionals if they have 
washed their hands (3.46) were 2 of the 3 least effective (the other being electing an 
advocate – mean score of 3.33). However, in contrast to the previous findings, this 
study showed that the extent to which patients thought error prevention strategies 
would be effective and the extent to which they would engage in these strategies were 
very similar172.  
 
5.2.G.2. Self-reported comfort in participation vs. actual participation   
One study reported how patients perceived comfort in participating in different safety-
related behaviours may not be a reliable predictor of their actual engagement in these 
behaviours in real-life clinical settings. For example while between 84.2%-91.3% of 
patients interviewed reported they would be comfortable asking a nurse the purpose of 
their medication or to confirm their identity, only 37.8%-75.2% of patients actually 
engaged in these respective actions. Similarly, while 45.5% of patients said they 
would be comfortable asking medical personnel to wash their hands only 4.6% of 
patients actually did this during their hospital stay. There were only two behaviours in 
which similar percentages were observed between perceived comfort in participation 
and actual behaviour; asking questions about medical care (88.8% and 85.1% 
respectively), and telling staff that an error had occurred in their care (78.4% and 
79.7% respectively)122.  
 
5.2.G.3. The use of ‘video’ as a patient involvement in safety education tool  
One study demonstrated that patient education videos could be an effective medium 
for encouraging patient participation in safety. The video addressed 6 main safety-
related areas (treatment plan, medication safety, falls, surgical site identification, hand 
washing, and discharge planning)XVIII. After watching the video patients felt more 
comfortable talking to healthcare professionals about these safety issues (mean scores 
                                                 
XVIII This video was considered in the review of patient involvement in safety initiatives in Chapter 3.  
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 of 4.47 vs. 4.09 on a scale of 1-5) and that their knowledge of how they could 
participate in their care had increased (4.48 vs. 3.93). Overall patients rated the 
usefulness of the video as ‘high’ (mean score of 4.25). Data was also collected from 
college students. However, while after watching the video improvements were 
observed in terms of students’ ratings of their perceived comfort in participation (4.08 
vs. 3.34) and their knowledge of how they could participate (4.16 vs. 3.19), and, in 
addition, their ratings of the perceived usefulness of the video was still quite ‘high’ 
(3.84); mean scores were considerably lower for this population134.  
 
5.2.G.4. What factors affect patients’ involvement in improving the safety of 
healthcare in general?    
 
A number of factors were highlighted that could affect patient involvement in this 
area. These have been grouped as patient-related, healthcare professional-related, 
healthcare setting-related, and task-related.  The key findings have been summarised 
in Table 5.7 overleaf; the paper(s) in the systematic review that relate to each finding 
is denoted in superscripts (for a more detailed account refer to Appendix 5.7). 
  
Table 5.7. Factors that could affect patients’ attitudes to improving the safety of 
healthcare in general   
Factor  
 
Brief summary of evidence 
1.Patient-related  
 
   Age  - Patients older than 65 years of age less likely to ask questions about their care122.  
   Ethnicity  - Caucasian patients less likely to ask questions concerning their care122. 
   Knowledge and beliefs  - One study examined the ‘self-efficacy’ construct of the Health Belief ModelXIX - patients with 
low self-efficacy and who perceived error-prevention strategies as effective were 33% less likely 
to particpate120. 
 
2. HCP-related  
 
   Role of healthcare staff - Patients more willing to ask questions when instructed to by a doctor144. 
 
3.Healthcare-setting-related  
  Recent experience  - Patients with recent hospital inpatient experience were more likely to have confidence in taking 
preventative actions against errors172. 
4. Task-related 
  Type - Patients are less likely to engage in newer, or unfamiliar actions or confrontational behaviours 
(e.g. asking staff if they have washed their hands) than more recognised and established 
participatory behaviours (e.g. bringing medicines into hospital) 120,122,144,161,172. 
  Encouragement  - When patients are shown a patient safety video their comfort in participating in safety-related 
behaviours increases134. 
 
 
                                                 
XIX The Health Belief Model will be considered in more detail in Chapter 6 that follows.  
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 5.3. Discussion  
5.3.1. Overview  
This systematic review is the first of its kind to draw together in a structured manner 
the literature on patients’ attitudes to, and involvement in 5 key safety-related areas: 
infection control, medication safety, incident reporting, choosing a treatment provider 
and preventing errors of misidentification. In addition, more general data on patients’ 
attitudes towards medical errors and improving the safety of healthcare in general 
were investigated.  
 
In the section that follows I present the key findings from these papers and discuss the 
practical implications of the work. I then put forward recommendations for priorities 
for future research within this area.  
 
 
5.3.2. Main findings of the review  
A number of key messages should be taken from the systematic review. These are 
reported in the sections that follow respectively.  
5.3.2.1. Patients ratings of ‘safety’ and definitions of patient safety terminology 
Disparities in patients’ ‘safety’ ratings were observed within and between studies, 
influenced by a number of factors that posed a mediating effect (e.g. sex, 
age)140,141,149,176. Patients global perceptions of safety (i.e. how safe their think 
healthcare is in general) were different from their perceptions of specific-error related 
concerns; patients rate concerns for specific errors (e.g. misdiagnosis) as higher than 
their concern for errors (i.e. any) in general141,142. Data also suggest that patients 
conceptualisations of what constitutes an error are broader than the traditional medical 
definition141. In addition, research specifically in the area of HCAI’s suggest patients 
show greater accuracy in their definitions of specific HCAI’s (in this case MRSA) 
than when asked to define more broadly what HCAI’s are132,152,164,166. Patients 
therefore may lack familiarity with the concept of medical errors and may not have a 
well-articulated idea of what medical errors might entail or how they relate to patient 
safety. This could relate to availability heuristic, a phenomenon (which can result in a 
cognitive bias) in which people base their prediction of the frequency of an event or 
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 the proportion within a population based on how easily an example can be brought to 
mind177-179. 
Given this, standardised terminology in educative tools should be adopted and the 
effectiveness of the terminology should be evaluated. Of part interest is to determine 
how much concern/worry different types of messages about medical errors engender 
in patients and what level of concern is most productive for encouraging preventative 
actions. The specificity of the content (i.e. terminology) of patient education materials 
may be of importance. Materials that focus on specific groups of errors (e.g. 
medication errors) may be more effective at engaging patients that those that require 
patients to think more abstractly about errors in general. Equally, materials aimed at 
improving knowledge or participation may be most effective if they focus on specific 
types of errors rather than requiring patients to think more broadly about the problem 
in general. Indeed preliminary evidence in the area of HCAI’s indicates that this may 
well be the case50,51,132,158,162,163. 
 
5.3.2.2. Patients’ attitudes on the causes of medical errors   
In terms of aetiology, patients cited a number of factors that could lead to the 
occurrence of (any type of) medical errors; understaffing and stress and fatigue of 
healthcare professionals were the most frequently reported135.  
 
Focusing more specifically on different types of errors, in terms of HCAI’s the 
majority of patients thought that HCAI’s could be caused due to poor hand 
hygiene50,51,132,158,162,163. However, one of these studies worryingly revealed how most 
patients questioned thought that healthcare professionals could not infect patients17. 
This finding warrants further investigation particularly in light of the fact that the 
single most important way that patients can protect themselves against HCAI’s is by 
asking staff if they have washed their hands; a behaviour that they will obviously not 
participate in if they do not think healthcare professionals pose a risk to them.  
 
With regards to patients’ views on the causes of ADR’s a number of contributory 
factors were reported, namely; patients lack of comprehension of the medicine leaflet 
or adherence to instructions, or not asking doctors questions due to fear of 
embarrassment138. The pervasiveness of communication factors leading to ADR’s 
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 (and medication errors) affirms the importance of expression, elicitation, and 
understanding in exchanging information about prescriptions during medical 
encounters. With the increasing use of multiple drugs for co-occurring conditions and 
a commensurate increase in potential adverse prescribing outcomes, gainer greater 
understanding into the dynamics of underlying factors that can influence patient 
involvement in this area is imperative. 
 
5.3.2.3. How can patients help to reduce errors?   
Intervention studies to encourage patients to question staff on their hand hygiene 
practices have shown promising findings. Overall, over a 50% increase in hand 
washing compliance was observed during the intervention period(s)50,51,162.  However, 
data from 1 of these studies, which also assessed post-intervention compliance, 
demonstrated that while still higher than pre-intervention, hand washing compliance 
decreased over time162. This raises the question of how to ensure the effects of the 
intervention are sustainable over time.  In addition, the same study reported that when 
patients questioned healthcare professionals, only 60% washed their hands162. This 
warrants further investigation, particularly because any potential impact the patient 
could have on reducing the spread of infection will be is lost if healthcare 
professionals do not act on patients’ concerns (i.e. they do not wash their hands when 
questioned).  
 
Research which focuses on the patients’ role in reporting ADR’s has shown that 
patients may not only report drug errors/reactions quicker than staff,148 but that they 
report different types of reactions145,171. Patients’ reports could therefore be 
particularly valuable in the monitoring of ‘black triangle’ drugs, for which the full 
extent of the side effects may be unknown. However, research also shows that not all 
reactions patients report can be attributed to the drug and that some patients may not 
recognise when severe ADR’s occur145,160. This calls for greater efforts to be made in 
educating patients about their drugs and what they should do in the case of an ADR or 
error occurring. Perhaps particular attention should be taken to educate patients that 
are elderly; a cohort with a high prevalence of co-morbidities and subsequent issues 
with polypharmacy, thus heightening the likelihood of error(s) or reaction(s). In 
addition in order to achieve the optimal benefit of patient involvement in this area it is 
important that healthcare professionals’ acknowledge patients’ concerns. 
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 Unfortunately data indicates this does not always happen.  Studies suggest that when 
patients report reactions to black triangle drugs to healthcare professionals, few 
yellow cars (about these reactions) are submitted to the CSM142,153,154. Further when 
patients inform doctors of a possible adverse reaction they are having to a drug, 
doctors are more likely to deny than affirm the possible link151.  The reasons for these 
findings require investigation. Patients that do not think their role is being valued may 
be negatively reinforced to discontinue such behaviour. In addition, and perhaps more 
importantly, there are minimal (if any) benefits of patient involvement in the reporting 
of ADR’s or other types of problems or errors in their care, if healthcare professionals 
do not act upon and address patients’ concerns.  
 
Additional data focussing more generally on the patients’ role in incident reporting 
(i.e. of any error) has shown how patients are able to report a variety of errors in their 
care; namely related to HCAI’s and medication errors123,133,169; both of which are 
incidents that patient could potentially help to prevent. However, patients also report 
many incidents that, rather than classified in the traditional medical sense as errors per 
se, are more related to service delivery problems123,170,173. These findings support the 
view that patients may lack clarity on how to define medical errors and may be 
confused by the meanings of different patient safety terminology. This again 
highlights the need for patient education materials to use standard terminology for 
patients in a language they understand.  
 
In addition, in order for patients’ reports to be of most value a critical time frame in 
which to collect data should be decided upon and adhered to. Extant studies (included 
in this review) varied considerably in terms of when they collected patient data, 
ranging from during hospitalisation150, to just after discharge,133 to up to 6-12 months 
post discharge175. There are inherent risks when using data based on recall, namely 
limitations of amount and type of information retained by patients over time (recall 
bias). In this review a ‘recency effect’ was observed in that patients were more likely 
to report events if they were asked soon after the event had occurred. Therefore, to 
ensure comparability of findings and improve the accuracy of patients’ reports, future 
studies in this area should collect data as near to ‘real-time’ as possible.  
 
 
 115
 
 
 5.3.2.4. Where do patients access information about patient safety?    
The media was the patients main source of information on medical errors and safety-
related topics121,132,136,146,152. It may be the case however that specific types of patients 
prefer using different resources. Indeed, preliminary evidence within the context of 
medication safety supports this view, reporting that younger patients use the internet 
more than older patients to learn about their medicines and patients with more formal 
education are more likely to read a brochure/book whereas those less educated will 
more often talk to their pharmacist121. Given this it could therefore be argued that 
rather than focussing on one specific educational resource, it may be more appropriate 
to use particular mediums to educate different patient cohorts.  
 
The medical encounter itself will also provide a useful setting for patient education.  
Healthcare professionals could disseminate information to patients in the context of 
routine medical care. Educating patients ‘real-time’ when the information has the 
most salience (e.g. when the patient is being admitted into hospital) is likely to yield 
more effective results (in terms of encouraging participation).  
 
5.3.2.5. Patients overall willingness to participate in patient safety 
There is limited data on patients’ willingness to participate in the safety-related 
behaviours addressed in this review; particularly in the area of patients’ attitudes 
towards wearing a hospital identification bracelet and choosing a treatment provider. 
However, this said some important findings did emerge.  
 
Overall patients baseline willingness to ask healthcare staff if they have washed their 
hands is very low120,122,144,161,172. In addition, even when patients notice that healthcare 
staff have not washed their hands when they should have, the majority still did not 
speak up and question them132. Alternatively, patients baseline willingness to engage 
in basic medication safety-related activities were high (e.g. checking the name on a 
label of a prescription drug)121. However, this said, if the ‘activity’ involved 
interacting with healthcare professionals and directly challenging them (e.g. the 
patient asking the healthcare professional to check they had been given the right 
medication) patients baseline willingness to participate was considerably lower144. In 
addition, other data in the area of error reporting revealed that when patients 
experience errors in their care only about a third of patients (in 1 study) said they 
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 talked to staff about the errors in ‘real time’ – those that did not were largely due to 
the patient feeling uncomfortable and not wanting to be considered a ‘trouble 
maker’169. Given these findings it appears to be the case that those behaviours that 
patients are least willing to participate in are those that involve interacting with 
healthcare staff and that could be perceived as challenging clinical abilities. Indeed, 
this could certainly help to explain why overall patients were more willing to 
participate in treatment choice decisions (which do not require challenging or 
confronting healthcare staff)120,172 than any of the aforementioned activities.  
 
 
5.3.2.6. Factors that influence patients’ attitudes to, and/or involvement in safety 
A number of patient-related, illness-related, healthcare professional-related, 
healthcare setting-related and task-related factors were shown to affect patients’ 
attitudes to, and/or involvement in safety-related behaviours. These factors are 
considered in more detail in the following chapter (Chapter 6), so for this reason are 
not discussed here.  
 
 
5.3.3. Gaps in the evidence base: What are the priorities for future research?  
As a result of conducting this systematic and critically appraising the findings a 
number of gaps within the current evidence-base were observed, including: 
 
- the lack of attention paid to collecting data from a  UK hospital patient cohort, 
particularly the lack of data which compares patients’ willingness to 
participate in different safety-related behaviours; 
- the dearth of research examining the potential role of the healthcare 
professional in facilitating patient involvement in safety; 
- the paucity of evidence on the efficacy of current patient involvement in safety 
leaflets and videos (like those discussed in Chapter 3); 
- the scarcity of directly comparable data on hospital patients’ reports of 
medical errors in their care (due to wide disparities in methodologies of 
different studies and large variations in ‘time’ of data collection, i.e. length of 
time after discharge data was collected); 
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 - the failure to examine patients’ willingness to report errors to a national 
incident reporting system (such as the NPSA’s NRLS discussed in Chapter 2) 
- while some attention was paid to patients’ willingness and ability to report 
errors to national drug surveillance systems, no data examined patients’ 
preferences on reporting any other type of error to a national reporting system; 
- the lack of theory-driven interventions or attention paid to examining the 
applicability of health behaviour models in predicting patient involvement in 
safetyXX.  
 
I argue that the above issues are key priorities for future research within the patient 
safety paradigm. I aim to explore these issues in the chapters that follow in this thesis.  
 
5.4. Chapter overview and overall conclusions  
This review is the first of its kind to provide evidence-based insights in a systematic 
way on patients’ attitudes to and/or involvement in a number of key safety-related 
behaviours, including infection control initiatives, medication safety, incident 
reporting, choosing a treatment provider, preventing errors of misidentification and 
improving the safety of healthcare in general. Patients’ generic attitudes towards 
medical errors and healthcare safety were also examined.  
 
We have seen from the data that patients’ attitudes and level of participation will 
culminate from a confluence of factors, which can be broadly classified into 5 main 
groups: patient-related, illness-related, healthcare professional-related, healthcare 
setting-related and task-related. However, much more work is needed in this area to 
replicate existing findings and a number of priorities for future research have been 
highlighted.  
 
The main issues raised in this review will be addressed and investigated in the 
empirical work within this thesis with specific reference to a UK hospital patient 
cohort.   
 
 
                                                 
XX Attention will be paid to influential health behaviour models that are used  in the patient 
involvement field in the next chapter (Chapter 6).  
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CHAPTER 6   
 
 
A theory driven approach to patient involvement in safety    
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 6.1 Introduction  
In Chapters 4 and 5 I presented the conduct and findings of a systematic review on 
patients’ willingness and ability to participate in 5 key types of safety-related 
behaviours including participation in infection control initiatives, contributing to safe 
medication use, incidence reporting, choosing a treatment provider and preventing 
errors of misidentification (with specific reference to wearing hospital identification 
bracelets). A number of factors that could influence patients’ attitudes and subsequent 
participatory levels were highlighted. However, the review also highlighted the 
significant lack of theory-driven research and interventions within the patient 
involvement in safety paradigm. 
 
Many theories, most of which deriving from the health psychology domain, exist that 
could help to explain patients’ uptake (or lack of) in a variety of health-related 
behaviours (e.g. smoking cessation, screening behaviours, patient adherence)180-194. In 
the same way it is plausible some of these theories (discussed in Section 6.3 in this 
chapter) may also be used to understand patients’ involvement in the safety of their 
healthcare. Given this, it is somewhat surprising that research in the systematic review 
(presented in Chapters 4 and 5) paid little attention to these theories or health 
behaviour models.  We need to learn more about the mechanisms that could influence 
patient involvement and examine to what extent these can be mapped onto constructs 
of relevant health behaviour models. Doing this will enable patient involvement in 
safety interventions to be developed from a theory-driven perspective and will also 
provide a working framework that can be used (on repeated occasions) to evaluate the 
efficacy of the intervention(s).   
 
In this chapter I will address some of the current gaps in the evidence-base. I discuss 
some of the key theories that can help to explain patient participation in healthcare 
and health-related behaviours. In the second part of this chapter I consider findings 
from the systematic review (see Chapters 4 and 5) in more detail by mapping extant 
data derived from the review onto constructs of current theoretical models which 
could help to explain patients’ involvement (or lack thereof) in safety.  
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 6.2. Aims 
The aims of this work were twofold: 
 
• To apply the findings of the systematic review to existing theories/models  
within the wider arena of patient involvement in healthcare; 
• To develop my own ideas and theories of what the ‘core’ ingredients may be 
to effectively engage patients in the safety of their healthcare.   
 
 
6.3. The relevance of health behaviour models to patient safety 
In this section I discuss 3 of the most influential theories180-182; the Health Belief Model 
(HBM), Theory of Planned Behaviour (TPB), and Protection Theory (PMT); all 
originating from the health psychology paradigm, that could help to explain patients’ 
uptake (or lack of) in a variety of health-related behaviours. I pay attention to these 
models because they are some of the most widely used and tested theories in the 
patient involvement in health field183-194, and the constructs of each of the models 
appear to be pertinent in predicting patient involvement in safety (as I will explain in 
this chapter).  
 
In this chapter I will also briefly discuss operant conditioning; a theory originating 
from a social psychology or learning perspective that has been used to explain why 
patients may or may not engage in different behaviours195-197.  
 
 
6.3.1. Health Belief Model  
The Health Belief Model (HBM)198 is one of the most widely used theoretical 
frameworks for understanding health behaviour and has been used extensively in 
patient education programs and interventions183-186. In the context of patient safety the 
model assumes that a patients desire to avoid illness (or this case medical errors) and 
specific actions in response to a health threat (i.e. error) are based on beliefs about the 
seriousness of the threat and the activities used to combat the threat. The likelihood of 
a patient participating in a safety-related behaviour in response to a health threat is 
dependent on the patients beliefs and perceptions, including perceived susceptibility 
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 to, and severity of the error, expectancies of benefits and barriers associated with 
participating in the safety-related behaviour and any cue to action that may trigger the 
behaviour. Together, perceived susceptibility and severity of the error produce an 
overall perceived threat to the error. That is, when susceptibility and severity are high, 
motivation to perform the desired behaviour change is high. Alternatively, when 
patients believe their susceptibility or severity (i.e. threat) of an error is low, the 
likelihood of behaviour change is reduced. The model further postulates that even 
when a patient believes their perceived threat to an error(s) is high, behaviour change 
must also consider how effective the patient believes participating in safety-related 
behaviours may be at reducing the threat of the error. That is, the patient will 
subjectively evaluate the benefits and barriers involved in performing the safety-
related behaviour. All safety-related behaviours will have benefits and barriers. These 
will vary considerably from behaviour to behaviour. For example, a patient may 
perceive fewer barriers to checking they have been given the correct medication than 
they perceive in asking a healthcare professional if they have washed their hands (as 
the latter is more confrontational in nature).  
 
Another component of the HBM is cues to action – a patient is more likely to 
participate in a safety-related behaviour if they are given cues to perform the 
behaviour. These cues could be external (e.g. information leaflets about the desired 
behaviour) and internal (e.g. experiencing pain).  
 
The HBM also recognises the importance of socio-demographic characteristics (e.g. 
age, ethnicity) of the patient that may influence the beliefs and perceptions of the 
model.  
 
 
Figure 6.1 (overleaf) details diagrammatically the constructs of the HBM.   
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Figure 6.1. The Health Belief Model  
 
 
Source: Glanz et al, 2002, p. 52199 
 
 
 
6.6.2. The Theory of Planned Behaviour  
The Theory of Planned Behaviour (TPB)200 has been used widely to explain patients’ 
preferences for participation187-190. The TPB assumes that safety-related behaviour is 
predicted by the intention to engage in the behaviour and perceived behavioural 
control over the behaviour. Intentions represent a patients’ motivation to perform the 
behaviour, while perceived behavioural control reflects the extent to which a patient 
feels able to perform the behaviour. Control has an indirect influence on behaviour 
through behavioural intentions, such that a patient who perceives a lack of control in 
performing a given safety-related behaviour will be less likely to ‘intend’ to actually 
perform the behaviour. Behavioural intentions are additionally influenced by the 
attitudes and beliefs about the consequences of the behaviour (i.e. the extent to which 
it could prevent or mitigate the effects of an error) and normative beliefs about the 
behaviour (i.e. the perceived social desirability to perform the safety-related 
behaviour). Hence patients’ behavioural intentions are a function of three direct 
determinants: behavioural beliefs (i.e. attitudes), subjective norms and perceived 
behavioural control.  
 
Figure 6.2 (overleaf) illustrates the TPB in more detail. 
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Figure 6.2: The Theory of Planned Behaviour  
 
 
Source: http://people.umass.edu/aizen/tpb.html  
 
 
 
 
6.3.3 Protection Motivation Theory  
Protection Motivation Theory (PMT)201 has been utilised widely to help explain 
patient involvement  in their healthcare management191-194. PMT proposes that a 
patients’ intentions to protect against errors depends on the assimilation of four 
factors, comprising: perceived severity of a medical error; perceived probability of an 
error occurring (i.e. perceived vulnerability); the belief that they are able to perform 
the (relevant) safety-related behaviour to protect against the error (i.e. self-efficacy), 
and; the belief that the behaviour will prevent the error - in other words the response 
will be effective (response efficacy). These components predict protection 
motivations which are related to patients’ actual behaviours. The PMT describes 
estimates of the severity and susceptibility of the error as relating to a threat appraisal, 
whereas response efficacy and self-efficacy relate to coping appraisal.  The model 
also highlights that there are two types of source information that could pose an 
influence; environmental (e.g. verbal persuasion, observational learning) and 
intrapersonal (e.g. prior experience or errors).  
 
Figure 6.3 (overleaf) displays the model in more detail. 
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Figure 6.3: Protection Motivation Theory  
 
 
Source: Rogers, 1983202 
 
 
 
6.3.4. Operant conditioning 
Patient involvement in safety is largely a function of patients’ interactions with 
healthcare professionals (e.g. asking staff if they have washed their hands; reporting 
errors to staff). Given this the law of Operant Conditioning (OC) is of relevance203. 
This theory, which has been used mostly within the mental health paradigm (e.g. in 
the treatment of anorexia nervosar196 and schizophrenia195) highlights the use of 
consequences to modify the occurrence and form of behaviour.  
 
The central premise of the theory is the principle of ‘reinforcement’ and how this can 
affect patient behaviour. In this way patients that participate in safety-related 
behaviours are more likely to participate in these behaviours in the future if they 
receive a positive response relating to the participation (i.e. reinforcement) and less 
likely to participate if they encounter a negative reaction  (i.e. punishment).  When a 
behaviour is inconsequential, producing neither favorable nor unfavorable 
consequences, it will occur with less frequency. 
 
With this in mind I argue that in order for patients to be effectively engaged in the 
safety of their healthcare and for such engagement to be sustainable over different 
healthcare episodes, healthcare professionals need to support (i.e. positively reinforce) 
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 such involvement. Figure 6.4 illustrates this in more detail showing how there are 
more opportunities for involvement when the attitudes of healthcare professionals and 
patients (towards patient involvement) are similar - patients are more likely (and will 
have possibly more opportunity) to participate in interactive behaviours (i.e. those that 
require engaging in dialogue with healthcare professionals) when they share the same 
views as healthcare professionals and when healthcare professionals are more 
supportive of patient participation in these behaviours. Conversely, when patients and 
healthcare professionals’ views regarding patient involvement differ, the opportunity 
for involvement may be reduced. 
 
 
Figure 6.4. The relationship between patients and healthcare professionals’ (HCP’s) 
attitudes to patient involvement in safety and the ‘effect’ on patient involvement    
 
   
 
 
HCP and patient both believe the 
patient should participate in safety-
related behaviours  
More opportunity for involvement/ patients more willing to participate  
Less opportunity to participate/patients less willing to participate  
Only patients believe that 
patients should 
participate  
Only HCP’s believe that 
patients should 
participate  
 
6.3.5. The development of the Patient Involvement in Safety Model  
The term ‘patient involvement in safety’ could refer to a number of different 
behaviours aimed at preventing a variety of different errors. Given this, it could be 
argued that not all the constructs of the aforementioned models may be applicable to 
all safety-related behaviours.  Rather, it seems more likely that the properties of the 
behaviour; in other words the actions required by the patient (e.g. asking questions, 
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 information provision) the characteristics of that action (e.g. interactive vs. non-
interactive) and the type of medical error that the action is trying to reduce, may (in 
part) determine the relative salience of each of the constructs of the models. In 
addition, while the value of the HBM, TPB, PMT has been displayed in research 
within the patient involvement in healthcare paradigm, these models are not without 
limitations. For example, there is rarely confirmation for the full model(s); rather, 
different elements of the models seem to be important for different health 
behaviours180,204,205.  In addition, one of the main criticisms of the HBM is that it has 
been suggested that alternative factors such as ‘outcome expectancy’ and ‘self-
efficacy’ may be more likely to predict health behaviours206,207.  The PMT has also 
been criticised because it does not account for habitual behaviours nor does it include 
a role for social and environmental factors182 or examine behaviours in terms of 
process and change206. In addition, the TPB has been criticised for its omission of a 
temporal element206. However, in contrast to the PMT and HBM the TPB does include 
a degree of irrationality (in the form of evaluations) and attempts to address the 
problem of social and environmental factors (in the form of normative beliefs); a role 
for past behaviour is also included within the measure of perceived behaviour 
control182. 
 
In addition, only a handful of studies have directly compared the value of different 
health behaviours models in predicting patient behaviour. For example the TPB and 
HBM have been used to test attendance at health checks208, uptake of health 
screening209, and more specifically cervical screening210. However, the predictive value 
of both these models in these studies was examined separately rather than 
investigating the collective impact of the constructs of the models. Therefore, it could 
be argued that rather than using one model alone, using a combination of the 
constructs of different models may be a more effective way of predicting patient 
participation in safety-related behaviours.  
 
With these thoughts in mind, based on the extant literature (derived from my 
systematic review (in Chapters 4 and 5), I have selected and synthesised the most 
pertinent constructs of these models to develop my own ‘health behaviour model’. I 
refer to this as the ‘Patient Involvement in Safety Model’ (PISM). Figure 6.5 displays 
the constructs of the PISM in more detail.  
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 It should be acknowledged at this point that there is a certain amount of overlap 
between some of the constructs of the theories/models mentioned in Sections 6.3.1-
6.3.4 that were used to develop the PISM.  However, given that the constructs of each 
of the respective models are labelled with different terminology this can make it 
difficult to discern where the differences and similarities between these models lie. 
For this reason, for clarity purposes for the reader, Table 6.1 displays each of the 
constructs of the PISM (displayed in Figure 6.5), the health behaviour model(s) the 
construct has been taken from, the terminology each model utilises for these 
constructs and the terms that I will use when referring to these constructs in the PISM 
throughout the rest of this chapter and the remainder of the thesis.  
 
 
Figure 6.5 The Patient Involvement in Safety Model  
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 Table 6.1 Health behaviour models that the constructs of the PISM have been 
developed from   
 
 
Terminology used for 
the constructs of the 
PISM  
 
 
Model(s) 
construct was 
developed from  
 
Terminology used  for construct in original model(s)  
Socio-demographics  HBM ‘Modifying factors’ - Socio-demographics  
Perceived susceptibility  HBM 
PMT 
Perceived susceptibility 
Vulnerability  
Perceived severity  HBM 
PMT 
Perceived seriousness 
Severity   
Perceived threat  HBM 
PMT 
Perceived susceptibility + perceived severity  
Threat appraisal  
Normative beliefs  TPB Normative beliefs 
Behavioural beliefs  TPB 
PMT 
Behavioural beliefs 
Response efficacy  
Control beliefs  TPB 
PMT 
Control beliefs 
Self efficacy 
Cues to action  HBM 
PMT 
OC 
Cues to action – internal vs. external  
Sources of information – environmental vs. intrapersonal  
Reinforcement/punishment  
Costs and benefits  HBM Perceived benefits vs. barriers to behavioural change 
Actual behavioural 
control  
TPB Actual behavioural control 
Intention  HBM 
TPB 
PMT 
Likelihood of behavioural change 
Intention  
Protection motivations  
Behaviour  TPB 
PMT 
Behaviour 
Coping modes  
Note: Where possible I have tried to keep the terminology used for the constructs in the health 
behaviour models that were used to develop the PISM (e.g. HBM, TPB) as similar as the terminology 
used for the constructs in the PISM itself.  
 
 
The PISM denotes the direct (i.e. evidence-based) and putative factors that may be 
needed in order for patients to participate in safety-related behaviours together with 
the (known) relationships the constructs could pose on each other. It is likely that 
many other constructs in the model may interact; however, given the paucity of 
empirical data in support of this view I felt the inclusion of such ‘possible’ 
interactions would serve only to make the model more complicated than necessary at 
this stage in the current evidence base.   
 
The PISM predicts that a patient will be most likely to participate in a safety-related 
behaviour if they perceive themselves as vulnerable to medical errors; believe that 
performing the safety-related behaviour is socially desirable; feel in control of 
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 performing the behaviour and that the response of the behaviour will be effective; are 
encouraged to participate (by internal or external cues), and; perceive more benefits 
than costs to participation. The model also highlights how this assimilation of 
knowledge and beliefs (and subsequent intention to participate) may be mediated by 
patient socio-demographic characteristics.   
 
6.4. Synthesis of data  
In this section of work I discuss how the findings of the systematic review can be 
applied to the constructs of the PISM. The first step was to extrapolate and review the 
main contributory factors derived from my systematic review that were shown to 
influence patient attitudes and/or involvement in safety. The second step of this work 
was to examine how the findings (in my systematic review) could be used as proxy 
measures to help predict patients’ intentions to participate or patients’ actual 
behavioural outcomes by superimposing the findings (of my systematic review) onto 
the relevant constructs of the PISM in a structured manner.  
 
On examination of the factors, 5 broad categories of factors that could influence 
patients’ attitudes towards patient involvement in safety emerged: 
 
1. Patient-related: patients’ knowledge and beliefs about the epidemiology of 
errors; error prevention strategies; experiences with healthcare delivery; and 
demographic characteristics;  
2. Illness-related: severity of the patient’s illness(es) and symptoms; and prior 
experience of medical errors; 
3. Healthcare professional-related: the way in which healthcare professionals 
interact with patients and the extent to which they encourage/discourage 
involvement; the role of the healthcare professional;  
4. Healthcare setting-related: type of healthcare setting; admission process; 
caseload and length of stay; 
5. Task-related: the specific properties of the behaviour, the time at which these 
actions are required and whether the patient has been given information 
concerning involvement in the behaviour.   
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 I consider these 5 main categories to provide a useful conceptual framework for 
organising and understanding the likely determinants of patients’ willingness to 
engage in safety-related behaviours. Given that research in patient involvement in 
safety is still in its infancy it is not clear at present the relative salience that each of 
the above factors may pose on patients’ participatory levels. For this reason I will not 
focus on the research findings in relation to the above categories of factors in detail 
here.XXI Instead, I will focus on the direct data extrapolated from my systematic 
review that could be mapped onto the different constructs of the PISM to provide 
support for each of the constructs of the PISM in predicting patient involvement in 
safety.  
 
6.5. Applying the findings from the systematic review to the constructs of the 
Patient Involvement in Safety Model.  
 
The summary of evidence provided in this section of work is based on extant data. 
However, at present evidence is sparse. Given this, key selective findings will be 
briefly discussed, but it is deemed unnecessary to focus on any finding in detail. Until 
future work can replicate each of the findings it is impossible to infer at this stage the 
relative impact of any one finding on patients’ attitudes and/or involvement in safety-
related behaviours.  
 
Given that my empirical work that follows this chapter concentrates on hospital 
patients, I will focus this discussion where applicable on this particular patient cohort.  
 
6.5.1. Perceived susceptibility and severity to errors (i.e. perceived threat) –
Patients perceived susceptibility and severity to errors could be measured (in part) by 
their attitudes on the nature and scale of the problem of errors in healthcare.  
 
With regards to susceptibility, findings from my systematic review revealed however, 
that there were noticeable disparities (in and between studies) in not only patients 
generic perceptions of vulnerability to medical errors (i.e. any error) but also 
                                                 
XXI For a summary of the evidence for the influence of the determinants of patient involvement under 
these five main categories and in relation to each of the constructs of the PISM please refer to 
Appendix 6.1. 
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 perceptions that are error-specific (i.e. related to one type of error such as 
HCAI’s)120,132,140,141,158,165,168,176.  Possible explanations for these inconsistencies could 
relate to the severity of the patients illness, length of stay in hospital and caseload of 
the department140,141,176.  
 
Patients that present with high mortality risk or those that are in hospital for a long 
duration are more likely to require complex medical treatment(s)/procedure(s); each 
of which may carry inherent risks in their own right. Under such circumstances it is 
not surprising that data suggests these patients are more worried about errors 
occurring in their care140,141,176.   
 
Patients perceive greater safety threats in those hospital departments where a high 
number (as opposed to low number) of patients were being treated140,141,176; though 
one study displayed slightly mixed findings135. A possible explanation is that patients 
in a smaller hospital may feel safer as they encounter fewer healthcare providers, and 
(probably) experience less technically intense care. Such concern could also be 
generated by patients’ views on the aetiologies of errors. Two of the most commonly 
cited causes were understaffing and stress and fatigue of healthcare professionals135; 
the effects of both of which could be exacerbated if healthcare professionals are 
required to deal with many patients within a very limited timeframe. Data on prior 
experience of medical errors could also help to explain variations in patients’ 
perceptions of susceptibility; those with prior experience are less likely to view 
themselves as unassailable to the risk of errors.  
 
With regards to perceived severity of errors, while research indicates that patients 
possess differing perceptions of the severity of errors in healthcare in general (i.e. any 
error), research focussing more specifically in the area of HCAI’s demonstrates 
greater overall consistency. Generally, patients believe that HCAI’s could pose 
serious consequences to their health132,137,147,152. Further research is required in other 
safety-related contexts (e.g. medication errors and identification errors) to examine 
this finding in more detail. In addition the collective impact of both of these constructs 
(perceived susceptibility and severity) on patients’ participatory levels in safety-
related behaviours together with the factors that could mediate such impact and under 
what circumstances needs to be elucidated.  
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 6.5.2. Behaviour beliefs  
It is plausible that the extent that patients believe participation in safety-related 
behaviours could actually reduce their susceptibility to errors could help determine 
their level of actual involvement. Given this, patients may be more likely to 
participate in some behaviours more than others. For example, specific treatment 
choices (e.g. choosing a hospital that has a lot of experience in performing the 
procedure) were rated by patients as ‘more effective’ at reducing errors than asking a 
healthcare professional if they have washed their hands120,172. Differences were also 
observed in behaviours aimed at preventing the same type of errors; for example, 
patients believed that informing staff of any prescribed medicines or drug allergies 
was a more effective safety precaution against medication errors than ensuring staff 
know of herbal remedy’s or over the counter (OTC) medicines120,172. Patients’ beliefs 
about the ‘threat’ of an error could help to explain this – in this way patients may 
associate a higher probability of an error occurring from, for example, an 
inappropriate treatment choice than they would if they did not ask staff if they had 
washed their hands.  
 
6.5.3. Control beliefs   
The extent to which patients feel in control of medical errors is likely to be related to, 
amongst others things, their theories about error causation and prevention. Patients 
cited a number of organisational factors that could cause errors (e.g. understaffing and 
tiredness of staff)135; these factors are out of the patients’ control; in such 
circumstances when patients believe these to be the main aetiologies of errors, 
patients may perceive little (if any) benefit in patient participation.  
 
However, those patients that think errors are preventable may be more willing to take 
on an active role. This level of willingness will be determined (in part) by perceptions 
of capabilities in performing the safety-related behaviour. Indeed, data from the 
review reported that patients with higher levels of self-efficacy (i.e. self-belief in 
capabilities of performing a behaviour) expressed greater intentions to participate in 
aspects of their healthcare management related to their safety120,157.  
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 6.5.4. Normative beliefs  
Patients are less willing to participate in newer or unfamiliar behaviours (e.g. asking 
staff if they have washed their hands) than to engage in older practices that could be 
considered as necessary safety precautions (e.g. bringing medicines into 
hospital)120,172. Possibly this could be due to the normalisation of long-standing 
recommendations in standard clinical practice. Newer behaviours may be perceived 
(by patient and clinician alike) as less socially desirable or acceptable, especially if 
the behaviour could be taken as challenging the clinical abilities of healthcare staff.  
 
6.5.5. Socio-demographic characteristics 
A number of demographics differences were observed that could affect patients’ 
views or involvement132,145,149,161,163,175. The most noticeable difference was in relation 
to ‘sex’. Overall women were more concerned about the safety of healthcare in 
general than men149. In addition, with regards to HCAI’s, women were more likely 
than men to consider infections rates when choosing a hospital163 and more likely to 
ask healthcare staff if they had washed their hands132,161; this was despite the fact that 
more men than women were likely to think that HCAI’s were preventable165. These 
findings are interesting; even though women were less likely to think HCAI’s can be 
prevented they were more likely to engage in practices to try and prevent them. In 
addition, in the context of medication safety, women were more likely than men to 
read medicine leaflets121 and to report ADR’s145. Women were also more likely to 
report other types of errors that could occur in their care170,175. These findings suggest 
that women are more risk averse to errors than men. 
 
Ethnicity-related effects were observed that appear to point towards Black patients 
feeling less safe and expressing higher susceptibility to errors than Caucasian 
patients140,141. The reason for this remains to be empirically established; though 
differences in health literacy levels or cultural beliefs about errors may account for 
some of the variability in findings. 
 
Education-related effects were also reported, with most of the data deriving from the 
context of infection control.  Here, while data consistently demonstrated that patients 
with more formal education were more knowledgeable about HCAI’s132,164,164, these 
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 patients were not always more willing to question staff about their hand hygiene 
practices132,161. This finding shows that, at least in the context of infection control, 
knowledge alone is not a sufficient predictor of patient involvement in preventing 
HCAI’s. 
 
Age-related effects were revealed; though findings were inconsistent. While two 
studies suggested that middle-age patients (30-59 years of age) were more likely to 
rate healthcare as ‘safe’ than their counterparts141,149; the other study reported a linear 
trend with younger patients perceiving greater vulnerability to medical errors than 
older patients140.  
 
In addition, to the above findings it is likely (but yet to be empirically established) 
that the emotional experiences and coping styles of the patient could play a role and 
help to account for some of the variability in findings.  
 
6.5.6. Cues to action  
This construct of the PISM suggests that when patients are given cues to take action 
they are more likely to participate in safety-related behaviours. A variety of data from 
the systematic review supports this view. Here, I consider the evidence for both 
external and internal cues to action.  
 
6.5.6.1. External cues  
Information provision  
Research shows that when patients are provided with written information about 
medical errors they are more willing to participate in safety-related behaviours or 
support patient safety measures. For example, patients that are given a leaflet on why 
it is important to report adverse drug reactions142 or why they should ask staff if they 
have washed their hands are more likely to do this than if no information is 
supplied50,51,132. In addition, when patients are provided with information on why they 
should wear an identification bracelet in hospital their support for this safety practice 
is increased143.  
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 Alternative data indicates that when a video is shown to patients about patient 
involvement in safety, patients are more willing to participate in safety-related aspects 
of their healthcare management134.  
 
Encouragement  
In the areas of medication errors and HCAI’s, patients self-reported willingness to 
question healthcare staff was higher if they were given encouragement by a doctor144. 
The law of operant conditioning (mentioned in Section 6.3.4) is relevant here. It could 
be the case that even before a patient participates, in order for participation to occur 
healthcare professionals need to encourage (i.e. positively reinforce) the patients to 
become involved. This is particularly likely when the behaviour in question could be 
perceived as confrontational; in such instances the patient may feel they need to be 
granted permission to participate so that they do not feel they are going against the 
‘expected’ social norms.   
 
In addition, when patients do participate in safety-related behaviours, if they do not 
believe their involvement has been valued, they may be less inclined to participate in 
the future. Research focussing on patient involvement in preventing HCAI’s has 
shown that healthcare staffs’ responses to being questioned about their hand hygiene 
practices is not always positive (e.g. nurse laughs at patient)51,162. In addition, research 
in the area of incident reporting has shown; when patients are encouraged to report 
ADR’s to ‘black triangle’ drugs very few of these reports are submitted by healthcare 
professionals to the Committee for Safety on Medicine142,153,154, and; when patients 
express concerns to staff about their healthcare management these concerns are 
sometimes dismissed169. In these circumstances any potential value from the 
involvement of the patient (in terms of preventing errors or mitigating the effects of 
errors that have occurred) will be lost; this could lead to a sense of demoralisation for 
the patient and could inhibit participation.  
 
6.5.6.2. Internal Cues  
Illness Severity  
Patients that present with severe ADR’s are more likely (than those who experience 
less severe reactions) to report these events153,154. Intuitively this makes sense; severe 
reactions will pose greater negative effects (e.g. pain or discomfort) on the patients 
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 life and so there will be more incentive to report the reaction so that the effect(s) can 
be mitigated.  
 
In addition, it is likely (though yet to be empirically determined) that a patients 
intention to participate may be associated with: how the illness symptoms manifest 
themselves; how such symptoms affect functionality; the type of treatment plan for 
the illness and how much opportunity for involvement this allows; and the likely 
impact that patient involvement will have on the patients health outcomes. For 
example, it is essential for chronically ill patients to participate in their care in order to 
successfully manage their illness and to avoid or reduce the likelihood of progression 
and exacerbation of symptoms. Chronically ill patients’ preferences for involvement 
may therefore change over time and through the course of an illness dependent on 
their illness symptoms. On the other hand, patients who are terminally ill may view 
involvement in a different way; participating in decisions about their healthcare may 
be very important to them, but other forms of active engagement might seem both 
burdensome and irrelevant. Even if patients that are terminally ill would be willing to 
participate in their healthcare the extent to which they can do this may be 
prevented/restricted by their illness; this of course therefore also relates to patients’ 
perceptions of control over their health.  
 
Prior experience of medical errors   
Patients are only going to worry about medical errors if, first, they are aware of them, 
and second, they perceive themselves as (potentially) susceptible to them. It makes 
sense therefore that data derived from the contexts of HCAI’s and medication safety 
revealed that prior experience of these types of errors increased patients’ willingness 
to participate in the requisite safety-related behaviours121,157. For example, data 
focussing specifically on patients’ views of MRSA revealed that while patients with 
and without MRSA did not differ in terms of their knowledge of infections; those with 
MRSA were more likely than those without to ask staff about hand washing157. This 
highlights that knowledge alone is not a sufficient predictor of involvement and 
strengthens the notion that prior experience of errors can facilitate patient 
involvement. The most likely explanation for this finding is that patients with 
experience of errors perceive greater susceptibility to errors than those without and 
thus are more willing to engage in the error-preventative actions. What would be 
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 interesting to examine here is whether experience of any type of error can facilitate 
involvement in any safety-related behaviour. For example, in one study patients who 
had experienced a medication error were more likely to engage in medication safety-
related activities121 but to what extent can this willingness be transferred to other 
safety-related behaviours? (e.g. asking staff about hand washing).  
 
6.5.7. Cost and benefits  
A patient’s estimate of the benefits and barriers related to involvement in any given 
behaviour will (in part) culminate from their perceived threats to the error, the extent 
to which they feel in control of performing the behaviour and the social desirability of 
the behaviour and anticipated outcome. It may also, for those behaviours that are 
interactive in nature, depend upon healthcare professionals’ responses to the 
behaviour.   
 
Research indicates that patients are more willing to participate in those behaviours 
that are less confrontational120,122,172. A possible explanation is that patients perceive 
the costs involved in engagement (e.g. possibly embarrassment, showing lack of 
respect, being branded a ‘trouble-maker’) as outweighing the perceived benefits (i.e. 
reduced vulnerability to medical errors).  This could hold particularly true when 
patients are required to challenge doctors. Preliminary evidence supports this view 
and suggests that patients may show more deference to doctors than nurses as they 
view them as more of an authoritarian figure that has more control over their 
healthcare treatment144. 
 
6.5.8 Patients’ intentions to participate and actual behavioural outcomes.  
The constructs of the PISM described in this section will mediate patients’ intentions 
to participate in safety-related behaviours which, in turn, could predict patients’ actual 
levels of involvement. Patients’ intentions to participate in different aspects of their 
healthcare safety will be examined in more detail in the empirical chapters that 
follow.  
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 6.6. Chapter overview 
This overview is the first of its kind to present a theoretical framework for examining 
the factors that could affect patient involvement in safety. I suggest that patients’ 
willingness to participate in safety will be dependent on a complex interplay of 
patient-related, healthcare professional-related, illness-related, healthcare setting-
related and task-related factors; all of which can be related to the constructs of the 
Patient Involvement in Safety Model.   
 
This work highlights the pressing need for future research to investigate the relative 
impact/importance of each of the factors mentioned in Section 6.4 and their 
applicability to the constructs of the PISM. Once these questions have been addressed, 
interventions targeted to patients who have the potential to get involved can be 
designed, implemented, and evaluated. In the empirical work that follows this work I 
aim to test the various constructs of the PISM in order to delineate which constructs 
are most likely to predict patient involvement and how such predictive value may vary 
dependent on the properties of the safety-related behaviour in question or the 
modifying effects of socio-demographic variables.  
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CHAPTER 7  
 
 
The present research:  
Research questions and overview of empirical work     
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 7.1 The research approach   
This research aims to address a number of questions that seem central to our 
understanding of how willing patients are to be involved in facilitating safer provision 
of health care and how we can encourage patient participation in this area. I am taking 
a nomothetic-deductive approach; an approach used to learn about social regularities - 
in other words things that apply to people (or in this case patients) in general211. In this 
context nomothetic research attempts to discover what systems laws or principles 
could affect patient involvement in safety; as opposed to the idiographic approach 
which is interested in describing only a single event, person or situation211. Since 
nomothetic research is interested in discovering the laws or principles that govern 
aspects of reality, it cannot depend on information that describes a single individual; 
rather it needs information that describes enough cases so that general patterns or 
relationships can be seen212. Here by using this approach I will discuss how I am 
going to address the research questions within this thesis.  
 
 
7.2 The Research Questions  
The overarching aim of this thesis is to examine to what extent hospital patients are 
able and willing to participate in safety-related behaviours. Here, based on evidence to 
date, I present the key research questions that I think need to be answered.  
 
 
Question 1: How willing are patients to ask questions related to the quality and 
safety of their healthcare?  
 
1.1. How willing are patients to ask different types of questions?  
1.2. Does the characteristics of the question make a difference to patients’ 
willingness to participate?  (e.g. confrontational vs. non-confrontational)? 
1.3. Does it make a difference who the patient is interacting with? (e.g. 
doctor vs. nurse)? 
1.4. Can doctors help to encourage patients to ask questions?  
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 Question 2. How willing are patients to participate in different safety-related 
behaviours?  
 
 
2.1. What is patients’ baseline willingness to participate in different safety-
related behaviours?  
2.2. Are there some actions that patients are more willing to participate in 
than others (e.g. asking questions, notifying staff of problems)? 
2.3. How do the characteristics of the action modulate patients’ 
preferences for involvement (e.g.  interactional vs. non-interactional)? 
2.4. Can doctors and nurses help to encourage patient participation in 
safety-related behaviours and if so, is there a difference in the extent to 
which doctors or nurses’ encouragement could have an effect on patients’ 
involvement levels?   
 
 
Question 3: To what extent can the Patient Involvement in Safety Model (PISM) be 
used to predict patient participation in safety-related behaviours? 
 
3.1  Does the PISM have greater predictive value for patient involvement 
in some behaviours as opposed to others?  
3.2. Are there specific constructs of the PISM that seem particularly 
relevant in predicting patient involvement?  
 
 
Question 4: What is the value of current patient involvement in safety videos and 
leaflets? 
4.1. What do patients think of patient involvement in safety initiatives 
currently in place (e.g. leaflets and videos)? 
4.2.What modes of communication are most appropriate and likely to 
engage patients in safety-related behaviours? (e.g. videos, written 
information leaflets)? 
4.3.What level of information (i.e. detailed or brief) do patients want to be 
given about patient involvement in safety? 
4.4. What are the most effective formats of displaying safety-related 
information in order to encourage the patient to become involved (e.g. 
bullet points, animated scripts)? 
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 Question 5: What is the potential value of the patient in reporting errors or 
problems in their hospital care?   
 
5.1. To what extent are patients able and willing to report errors or 
problems in their care?  
5.2. Is patients’ willingness to report errors affected by the system of 
reporting (e.g. local or national incident reporting systems)?  
 
 
7.3 How my empirical investigations relate to the research questions   
 
The above questions will be addressed through a series of empirical investigations on 
hospital patients in the UKXXII. The work presented in Chapters 8-10 is specifically 
attitudinal in focus, examining patients’ views towards participation in safety-related 
behaviours. The work presented in Chapters 11 and 12 is more intervention orientated 
and investigates what mediums may be effective at encouraging patient involvement 
in safety, and, what patients can tell us about medical errors and undesirable events in 
their healthcare.  Each of the investigations is briefly described below. 
 
7.3.1. Patients’ willingness to ask questions related to the quality and safety of their 
healthcare 
 
Research Question 1 will be addressed here. The review work (in Chapters 3-5) has 
shown that one of the most important ways that patients could help to prevent errors is 
by asking questions to healthcare staff. In Chapter 8 I examine how willing patients 
would be to engage in this action by presenting the results of exploratory research on 
patients’ willingness to ask doctors and nurses questions about the quality and safety 
of their healthcare management. I also examine the extent to which doctors could 
encourage patient involvement in such activities.  
 
7.3.2. Patients’ willingness to participate in different safety-related behaviours   
Primarily, Research Question 2 will be addressed in Chapter 9, although Research 
Question 1 will also be examined as in this chapter I also investigate patients’ 
preferences for asking safety-related questions. There are a number of ways (in 
                                                 
XXII The rationale for my studies focussing on a hospital patient cohort has been described in the 
preceding chapters.  
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 addition to asking questions) that patients could help to prevent errors in their care, 
including (but not limited to) notifying healthcare staff of errors and providing 
information to staff on current medication or treatment regimens. However, the 
systematic review (in Chapters 4 and 5) revealed the paucity of research that actually 
examines patients’ preferences for involvement in these actions. In Chapter 9 I 
compare how willing patients would be to participate in these different actions with 
doctor or nurses. I also explore the role of doctors or nurses in facilitating patient 
involvement in this area.    
 
7.3.3. The applicability of the PISM in predicting patient involvement in safety-
related behaviours  
 
Research Question 3 will be addressed here. At present within the patient involvement 
in safety paradigm there is a significant lack of research that has taken a theory-driven 
approach. With this in mind, in Chapter 6 I presented the Patient Involvement in 
Safety Model (PISM), a theoretical model I developed by extrapolating the extant data 
from my systematic review onto the constructs of well-known health behaviour 
models and then synthesising the constructs of these model to produce my own 
model. In Chapter 10 I present an empirical validation of my model (the PISM) by 
examining its value in predicting patients’ intentions to participate in a number of key 
behaviours that have been cited within the review work of this thesis. 
 
7.3.4. An examination of patients’ attitudes to current patient involvement in safety 
leaflets and videos 
 
Research Question 4 will be addressed here. One of the most striking observations 
from the findings of the systematic review was the lack of attention paid to evaluating 
patients’ attitudes to current patient involvement in safety initiatives (like those 
mentioned in Chapter 3). In Chapter 11 I address this gap in the literature by 
examining patients’ attitudes towards two of the patient involvement in safety 
initiatives that were discussed in Chapter 3; one in leaflet format and the other in 
video format.   
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 7.3.5. Patients’ reports of undesirable events in their hospital care  
 
Research Question 5 will be addressed here. Data from the systematic review revealed 
the paucity of published data on patients’ reports of medical errors within a UK 
hospital setting. In Chapter 12 I address this gap in the literature by exploring the 
types of medical errors and problems patients are most likely to report. I also compare 
the findings described by patients’ reports with those identified from the patients’ case 
record reviews. 
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CHAPTER 8   
 
 
Patients’ willingness to ask questions related to the quality and safety 
of their healthcare  
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 8.1. Introduction  
 
The aim of this chapter is to examine Research Question 1 by exploring patients’ 
willingness to ask questions to doctors and nurses related to the quality and safety of 
their healthcare management.  
 
One of the key ways that was identified in Chapter 3 (from reviewing the content of 
current patient involvement in safety initiatives) that patients could help prevent errors 
in their care was by asking questions; a finding which was again reflected in some of 
the studies that were included in the systematic reviewe.g.50,51,120,161 (presented in 
Chapters 4 and 5). Currently, there is a paucity of empirical data that examines how 
willing patients are to ask healthcare professionals questions. However, preliminary 
evidence (from the systematic review) strongly suggests that patients are more willing 
to ask factual questions to doctors and nurses as opposed to challenging questions (i.e. 
those that could be seen as confrontational or challenging the healthcare 
professionals’ clinical abilities)e.g.50,51,120,161.  
 
The study presented in this chapter was conducted because after the initial scoping of 
the literature for my systematic review (presented in Chapter 4) two main issues 
became apparent: 1) all of the research that compared patients’ willingness to ask 
healthcare professionals different types of questions (e.g. factual and challenging) 
originated from the US120,161 XXIII, and; 2) only one study (out of three) collected data 
about patient participation within the hospital context. I therefore decided to address 
these gaps in the literature.  
 
As the systematic review was a long and iterative process, the study I present here has 
now been published and subsequently included in the systematic review in Chapters 4 
and 5. Given the paucity of research conducted in this area in the UK hospital context 
and in order to ensure that there were no major logistical, ethical or practical problems 
in collecting data within this setting, this investigation was aimed as a pilot to the 
empirical work it precedes (in the following chapters).  
 
 
                                                 
XXIII Up until 2007 when I began this study. 
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 8.2. Aims: 
The aims of this exploratory study were fourfold: to investigate:   
1) patients’ willingness to question healthcare staff about their treatment; 
2) whether patients were willing to ask some types of questions more than 
others; 
3) patient characteristics that could affect patients’ involvement; 
4) the impact of doctors’ instructions on patients’ willingness to ask questions. 
 
 
8.3. Method 
8.3.1. Design 
A cross-sectional design was employed using a patient self-report survey.  
  
8.3.2. Participants  
Given this work was used to pilot the data collection methodology for (most of) the 
empirical studies that proceed I concentrated specifically on one patient cohort –
surgical patients. Problems in terms of data collection were examined and highlighted 
and improvements in the methodology (i.e. the data collection process) were 
delineated and used as a model for data collection for the rest of my empirical work in 
this thesis.  
 
A convenience sample of patients that had undergone a number of different surgical 
procedures was employed (see Table 8.1 for descriptives on patients’ characteristics). 
The inclusion criteria for the study was any patient over the age of 18 years that had 
undergone a surgical operation, spoke the English language and was able and willing 
to give informed consent to participate in the study. Patients that were healthcare 
professionals were not eligible to participate. It was felt given healthcare professionals 
medical acumen and familiarity with the healthcare environment, inclusion of this 
cohort may present an unbiased representation of the ‘lay’ patients’ views on 
involvement.XXIV   
                                                 
 
 
 
XXIV The same inclusion criterion has been used for all the empirical work that proceeds in this thesis, 
unless otherwise stated.  
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In total 101 patients were approached by the researcher; from this, 80 agreed to 
participate (79% response rate). Reasons for not participating were due to the patients 
limited understanding of the English language (n=8); the patient was feeling too tired 
(n=7); the patient was unwell or in too much pain (n=3); or the patient did not want to 
be involved in the study (n=3). Due to the lack of published data in this area it was not 
possible to accurately perform power calculations for the sample size of this study213-
215. However as a rough estimate Cohen suggests that for this type of study (based on 
the analyses), in order to detect a medium effect (0.5) at an alpha level of 0.05, a 
minimum sample size of 64 participants would be required213. 
 
Table 8.1: Patient characteristics 
 
Demographic variables No of subjects (%) 
 
Sex  
Male 
Female 
 
38 (48) 
42 (52) 
 
Age range (years) 
 
Mean age in years (SD) 
 
18-79 
 
49.69 (16.53) 
Ethnicity  
Caucasian 
Non-Caucasian  
 
66  (83) 
14  (17) 
Education  
Degree 
No degree 
 
22  (28) 
58  (72) 
Employment  
Employed 
Unemployed 
Retired 
Student 
Registered disabled 
 
44   (55) 
6     (7.5) 
22   (27.5) 
6     (7.5) 
2     (2.5) 
Type of operation  
Upper GI 
Lower GI 
ENT 
Upper Limb 
Lower Limb 
Vascular 
Breast 
Cardio thoracic 
Urology 
Incision of skin lesion 
Gynaecological  
 
3     (3.75) 
38   (47.5) 
3     (3.75) 
2     (2.5) 
11   (13.75) 
3     (3.75) 
13   (16.25) 
1     (1.25) 
2     (2.5) 
3     (3.75) 
1     (1.25) 
 
 
 
8.3.3. Materials development and pilot testing  
A survey was developed and items in the survey were pretested on 20 surgical 
patients (see Table 8. 2 for patient characteristics). The items in the survey were 
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questions that current patient involvement in safety initiatives advise patients to ask 
(see Table 8.3). The aim of the pre-testing was to ensure comprehensibility of the 
items and to highlight any modifications required. A second aim of the pre-testing 
was to examine how patients defined questions by asking patients to classify items in 
the survey on a scale of 1-4 in terms of perceived difficultly in asking the question 
(‘not difficult’ – ‘very difficult’) and the extent to which they would rate the question 
as confrontational - in other words challenging the clinical abilities of healthcare staff 
(‘not confrontational’ –‘very confrontational’). Based on findings that the 
professional role of healthcare staff can influence patients’ levels of involvement50,51, 
separate questions were used to address patients’ willingness to ask doctors or nurses 
questions.  
 
 
 
Table 8.2. Patient characteristics of those in the pre-testing  
 
Demographic variables No of subjects (%) 
 
Sex  
Male 
Female 
 
10 (50) 
10 (50) 
 
Age range (years) 
 
Mean age in years (SD) 
 
18-76 
 
37.10 (14.31) 
 
Ethnicity  
Caucasian 
Non-Caucasian  
 
 
17 (85) 
3   (15) 
Education  
Degree 
No degree 
 
5   (25) 
15 (75) 
Employment  
Employed 
Unemployed 
Retired 
Student 
 
11 (55) 
3   (15) 
2   (10) 
4   (20) 
Type of operation  
Upper GI 
Lower GI 
ENT 
Upper Limb 
Lower Limb 
Vascular 
Cardio thoracic 
Urology 
 
 
7  (35) 
6  (30) 
1  (5) 
1  (5) 
1  (5) 
2  (10) 
1  (5) 
1  (5) 
 
 
 
 
 
 Table 8.3: Questions and rationale for questions used in the survey  
 
Questions Relevant safety initiative   
 
Factual Questions: 
- Directed to doctors and nurses 
 
Would you ask a doctor/nurse: 
How long will I be in hospital 
for? 
 
- Having surgery? What you need to know. Questions to ask your doctor and your surgeon ( AHRQ 2005) – recommends you find out how long 
your hospital stay will be216. 
Would you ask a doctor/nurse: 
When will I return to my 
normal activities?  
 
- Having surgery? What you need to know. Questions to ask your doctor and your surgeon ( AHRQ 2005) – recommends you should ask how 
long it will be before you can return to your normal activities216. 
Would you ask a doctor/nurse: 
What signs should I be 
looking for to tell me that my 
wound may not be healing as 
it should?  
 
- Partners in quality: taking an active role in your health care  (the Hospital of Healthsystem Association of Pennsylvania, 2000) - recommends 
you should be aware of how and when to change dressings to avoid the risk of infection217. 
- Preventing infections in the hospital: what you as a patient can do (NPSF, 2003) – recommends patients should be aware of how to reduce the 
risk of infection, for instance by keeping skin around the dressing of an intravenous catheter clean, or telling the nurse if the dressing gets loose 
or wet, or if drainage tube becomes dislodged218.   
Would you ask a doctor/nurse: 
How long will the pain last?  
 
- Getting the most out of your visit with your doctor (American Academy of Orthopaedic Surgeons, 2002), recommends that you should know 
what pain relief you will be given and how long the pain should last219.  
Factual Questions: 
- Directed to doctors  
 
Would you ask a doctor: How 
long will I have to be off work 
after the operation? 
 
- Getting the most out of your visit with your doctor (American Academy of Orthopaedic Surgeons, 2002), recommends that you should ask 
how long you will be off work219. 
Would you ask a doctor: What 
are the alternatives to surgery? 
 
- Having surgery? What you need to know. Questions to ask your doctor and your surgeon ( AHRQ 2005) – recommends you should ask about 
alternatives to surgery and about the benefits and risks of surgery in relation to these alternatives216. 
Would you ask a doctor: How 
is the procedure done?  
- Twenty  tips to prevent medical errors (AHRQ, 2000) – recommends that patients should be clear on exactly what will be done as part of the 
operation220. 
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Challenging Questions: 
- Directed to doctors and nurses 
 
Would you ask a doctor/nurse: 
Why are you removing that 
piece of monitoring 
equipment?  
 
- Speak Up - Help prevent errors in your care: for surgical patients (JCAHO, 2002) – recommends that you should be aware of equipment that 
you have attached to you and how it works, e.g. if you have a catheter and it is not running properly (e.g., dripping too fast or too slow) you 
should tell someone. The initiative also recommends that you should be familiar with the monitoring equipment that is being used for your 
care221. 
Would you ask a doctor/nurse: 
Who are you and what is your 
job? 
 
- Patient Safety Tips (USF Medical Centre, 2003) – recommends that if you are not sure who someone is or what their role is you should ask222. 
 
Would you ask a doctor/nurse: 
I don’t think that is the 
medication I am on, can you 
check please?  
 
- Speak Up - Help prevent errors in your care: for surgical patients (JCAHO, 2002) – recommends that if you think you are about to be given 
the wrong medication you should say221. 
Would you ask a doctor/nurse: 
Have you washed your hands?  
 
- ‘Please Ask’ Campaign (NPSA, 2006) - encourages patients to ask healthcare staff if they have washed their hands223.  
 
Challenging questions: 
- Directed to doctors  
 
Would you ask a doctor: How 
many times have you done 
this operation? 
 
- Twenty tips to prevent medical errors (AHRQ, 2000) – recommends that patient should be informed of how many times the hospital has done 
the operation220.  
- Speak Up - Help prevent errors in your care: for surgical patients (JAHCO, 2002) – recommends that you should ask your doctor specifically 
about the specialist training that qualifies him or her to treat you221. 
- Questions to Ask Your Doctor (Health Consumers Council of Western Australia, 2005) – recommends you should find out about the doctors 
qualifications to provide the treatment and what success and failure the doctor has had with previous patients224. 
 
 8.3.3.1. Results of the pre-test  
Patients overall ratings for each item were calculated and the mean score was used to 
classify behaviours in terms of patients perceived difficultly to perform the behaviour; 
the results of which are displayed in Table 8.4.  
 
On review of the findings it was revealed that all the questions that patients rated as 
non-confrontational were ‘factual’ in origin (e.g. asking a doctor how long they would 
be in hospital for). I therefore defined the questions as either ‘factual’ or ‘challenging’ 
(i.e. confrontational). For the purpose of consistency I refer to ‘questions’ in this 
chapter and those hereafter in this way.  
 
Table 8.4 displays the results of the pretesting and denotes which questions were 
defined as ‘factual’ or ‘challenging’. The key findings in the table show that those 
questions that patients perceived as most challenging (as defined by how 
confrontational they perceived the question to be to healthcare staff and how difficult 
they felt the question would be to ask) were asking doctors and nurses if they had 
washed their hands and asking a doctor or nurse who they were and what their job 
was.  
 
 
 
Table 8.4. Results of the pre-test  
 
 
Item in the survey 
Patients ratings on a scale of 1-4  
Mean (SD) 
Confrontational  Difficult  Total mean (SD) 
(Cronbach’s alpha) 
 
Questions defined as ‘factual’  
 
   
 
Would you ask: How long will I be in hospital for?   
   
Doctor  1.05(.22) 1.10(.31) 1.08(.24)(.79) 
Nurse 1.30(.47) 1.45(.51) 1.37(.46)(.84) 
Would you ask: When will I return to my normal activities?     
Doctor  1.10(.31) 1.15(.37) 1.13(.32)(.88) 
Nurse 1.25(.44) 1.55(.51) 1.40 (.42)(.68) 
Would you ask: What signs should I be looking for to tell me that 
my wound may not be healing as it should?  
   
Doctor  1.25(.44) 1.25(.44) 1.25(.42)(.85) 
Nurse 1.10(.31) 1.15(.37) 1.12(.32)(.88) 
Would you ask: How long will the pain last?     
Doctor  1.10(.31) 1.15(.37) 1.3(.32)(.88) 
Nurse 1.30(.41) 1.30(.47) 1.25(.41)(.86) 
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Would you ask: How long will I have to be off work after the 
operation? 
   
Doctor  1.25(.44) 1.35(.49) 1.30(.44)(.88) 
Nurse    
Would you ask: What are the alternatives to surgery?     
Doctor  1.35(.49) 1.35(.49) 1.35(.46)(.88) 
Nurse NA NA NA 
Would you ask: How is the procedure done?     
Doctor  1.35(.49) 1.30(.47) 1.33(.47)(.94) 
Nurse NA NA NA 
 
Questions defined as ‘challenging’  
   
 
Would you ask: Why are you removing that piece of monitoring 
equipment?  
   
Doctor  3.45(.60) 3.55(.60) 3.50(.58)(.93) 
Nurse 3.10(.45) 3.15(.49) 3.12(.46)(.94) 
Would you ask: Who are you and what is your job?    
Doctor  3.75(.44) 3.70(.47) 3.73(.44)(.94) 
Nurse 3.65(.50) 3.50(.51) 3.58(.47)(.85) 
Would you ask: I don’t think that is the medication I am on, can you 
check please?  
   
Doctor  3.50(.51) 3.60(.50) 3.55(.48)(.90) 
Nurse 3.10(.31) 3.10(.45) 3.10(.35)(.78) 
Would you ask: Have you washed your hands?     
Doctor  3.95(.22) 3.90(.31) 3.93(.24)(.79) 
Nurse 3.90(.31) 3.70(.47) 3.80(.34)(.65) 
Would you ask: How many times have you done this operation?    
Doctor  1.45(.51) 1.35(.49) 1.40(.48)(.89) 
Nurse NA NA NA 
Note:  
-  NA – not applicable – patients’ willingness to ask this particular question was not assessed in relation to nurses  
- Alpha level’s of ≥ 0.7 (when rounded off) are considered a high enough level of internal consistency225,226 – all 
the alpha levels in Table 8.4 are above 0.7 when rounded off.  
 
 
8.3.4 Measures  
 
8.3.4.1. Patient willingness to ask questions survey  
 
All of the items in the pre-testing stage were included in the survey. In addition, I 
hypothesised that patients would be more willing to ask challenging questions if they 
were given instructions to ask these questions; for this reason I added several 
questions to test this hypothesis.  
 
The survey comprised 28 questions in total which assessed six different aspects of 
patient willingness to ask questions (referred to hereafter as ‘patient willingness 
levels’ (PWL’s).  
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 Patients had to answer on a 4-point scale how willing they would be to ask each 
question in the survey (scores ranged from 1-4; the higher the score the more willing 
the patient was to ask the question). The response format was ‘definitely not’, 
‘probably not’, ‘probably yes’ or ‘definitely yes’. 
 
A description of the PWL’s, example of questions and the number of items that were 
included in each PWL is provided in Table 8.5. For a copy of the survey please refer 
to Appendix 8.1. 
 
Table 8.5. Frequency of items in the survey in relation to their respective PWL’s 
PWL (type of question) 
 
Number of items 
in PWL 
Example of item  
PWLd/f (Asking doctors factual questions) 7 How is the procedure done? 
PWLn/f (Asking nurses factual questions)  4 How long will I be in hospital 
for? 
PWLd/c (Asking doctors challenging 
questions)  
5 How many times have you done 
this operation? 
PWLn/c (Asking nurses challenging 
questions) 
4 Have you washed your hands? 
PWLd/c/i (Asking doctors challenging 
questions if instructed to by a doctor)  
4 If instructed by a doctor would 
you ask a doctor how many 
times have you done this 
operation?  
PWLn/c/i (Asking nurses challenging 
questions if instructed to by a doctor) 
4 If instructed to by a doctor 
would you ask a nurse have you 
washed your hands? 
Total items  
 
28  
 
8.3.4.2 Patient characteristics questionnaire  
Patients’ demographic data on sex, age, ethnicity, employment and education were 
collected from each participant. Information on the type of operation the patient had 
undergone was also gathered (see Table 8.1). For a copy of the questionnaire please 
refer to Appendix 8.2.  
  
8.4 Procedure  
Patients were recruited post-operatively over a three month period from four wards in 
an inner city London teaching hospital. Patients were told that the purpose of the 
study was to assess how willing patients are to ask questions relating to the quality 
and safety of their healthcare. They were asked to think about how willing they would 
be in general (i.e. in any medical encounter) to ask the questions. The researcher went 
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 through all the questions with the patient. The study was approved by the local 
research ethics committeXXV. On completion of the survey, patients were given the 
opportunity to ask any questions about the studyXXVI. 
 
8.5. Data Analyses 
PWL’s were calculated by using the mean score of the questions relevant to each 
PWL.  The internal consistency of each of the subscales (i.e. PWL’s) was computed 
using Cronbach’s alpha. It is important to acknowledge here that when breaking down 
items of a questionnaire or survey into a subscale (as in the present study’s case) 
Principal Component Analyses (PCA) is sometimes used. PCA serves a number of 
functions including summarising patterns of correlations among observed variables 
and reducing a large number of observed variables to a smaller number of factors.  
However, because in the present study’s case I already knew the subscales I was 
going  to create, scale-reliability analysis (using Cronbach’s alpha) was adequate 
enough to detect that items in each of the subscales were sufficiently correlated with 
one another in order to be combined to make composite scores (i.e. they were 
measuring the same construct).  
 
Within-subjects comparisons were computed to assess the extent to which: 1) the 
content of the question (i.e., factual vs. challenging); 2) who the question was directed 
to (i.e. doctor vs. nurse); and 3) the impact of doctor’s instructions (on willingness to 
challenge doctors vs. nurses), were related to patient willingness to ask safety-related 
questions. Between-subjects comparisons were conducted to explore the relative 
impact of patients’ characteristics on scores on each of the PWL’s (e.g. are women 
more likely to challenge doctors than men?).  As already mentioned, this study has 
now been published; in alignment with the reviewer’s comments all data was analysed 
using non-parametric tests because data did not meet normality assumptions and 
relevant transformations did not improve the distributions of the dataXXVII.  
 
 
                                                 
XXV   Ethical approval was also obtained for all the studies that follow in the rest of the empirical 
chapters.  
XXVI    Patients in all the empirical studies that proceed this chapter were also given the opportunity to 
ask questions about the study or raise any concerns they may have related to their participation.        
XXVII    The same results were produced when the analyses was performed with parametric tests.  
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8.6 Results  
In order to maintain consistency, where possible, the results of this study are reported 
in the same way as they were published144. 
 
 8.6.1. Overall findings from the survey   
To investigate the extent to which patients’ willingness to ask questions is influenced 
by: 1) the content of the question; 2) who (i.e. doctor/nurse) the question is directed 
at; and 3) doctor’s instructions for the patient to ask challenging questions to doctors 
or nurses, within-subjects comparisons using Wilcoxon Signed-Ranks tests were 
conducted. The results indicated significant differences. Patients were more willing to 
ask doctors factual as opposed to challenging questions (z = 7.59, p < 0.001). 
Similarly, patients were more likely to ask nurses factual than challenging questions 
(z = 5.39, p < 0.001). Patients were less willing to ask nurses factual questions than 
doctors (z = 4.98, p < 0.001), and less willing to ask challenging questions to doctors 
than nurses (z = 4.40, p < 0.001). Doctor’s instructions to the patient increased patient 
willingness to challenge doctors (z = 6.56, p < 0.001) and nurses (z = 6.15, p < 0.001). 
Table 8.6 displays the descriptive statistics for patients’ scores on each of the 
questions in the survey together with the descriptive statistics for each of the PWL’s 
investigated.  
 
The descriptive statistics in Table 8.6 clearly support the above statistical findings. 
The key findings in the table show that patients were more willing to ask factual 
questions than challenging questions to both doctors and nurses. The challenging 
questions patients were least likely to ask both professions, but in particular doctors, 
related to asking staff if they had washed their hands and who they were and what 
their job was. The factual question patients were most likely to ask both professions, 
but in particular doctors, related to their length of stay in hospital.  
  
 
 
 
 
 
 
 Table 8.6: Patients’ scores on each of the individual questions in the survey and patients’ mean scores for each of the PWL’s                               
(scores ranged from 1-4) 
 
 
PWL and individual questions in each PWL  
 
Median 
 
Mean (95% CI) + SD 
 
PWLd/f: Patient willingness to ask doctors factual safety-related questions
  
Would you ask a doctor: How long will I be in hospital for? 4.00 3.75 (3.64 to 3.84) + 0.44 
Would you ask a doctor: When will I return to my normal activities?  4.00 3.66 (3.52 to 3.79) + 0.59 
Would you ask a doctor: What signs should I be looking for to tell me that my wound may not be healing as it should?  3.00 3.18 (3.01 to 3.33) + 0.71 
Would you ask a doctor: How long will the pain last?  3.00 3.35 (3.23 to 3.51) + 0.68 
Would you ask a doctor: How long will I have to be off work after the operation? 4.00 3.41 (3.26 to 3.64) + 0.88 
Would you ask a doctor: What are the alternatives to surgery?  3.00 3.31 (3.13 to 3.46) + 0.74 
Would you ask a doctor: How is the procedure done?  3.00 3.21 (3.04 to 3.43) + 0.90 
Total mean (calculated by using the mean score of the above items) 
 (Cronbach’s alpha) 
3.43 3.41 (3.31 to 3.52) + 0.47 
(.78)  
 
PWLd/c: Patient willingness to ask doctors challenging safety-related questions
  
Would you ask a doctor: Why are you removing that piece of monitoring equipment?  3.00 2.80 (2.57 to 3.05) + 1.07 
Would you ask a doctor: Who are you and what is your job? 2.00 2.21 (2.03 to 2.46) + 0.98 
Would you ask a doctor: I don’t think that is the medication I am on, can you check please?  3.00 2.70 (2.46 to 2.92) + 1.01 
Would you ask a doctor: Have you washed your hands?  2.00 2.03 (1.84 to 2.24) + 0.87 
Would you ask a doctor: How many times have you done this operation? 2.00 2.23 (2.04 to 2.47) + 0.97 
Total mean (calculated by using the mean score of the above items)  
(Cronbach’s alpha) 
2.40 2.39 (2.22 to 2.56) + 0.76 
(.83) 
 
PWLd/c/i: Patient willingness to ask doctors challenging safety-related questions if instructed to by a doctor 
  
If instructed to by a doctor would you ask a doctor: Have you washed your hands? 3.00 3.04 (2.81 to 3.24) + 0.95 
If instructed to by a doctor would you ask a doctor: I don’t think that is the medication I am on can you check please? 3.00 3.30 (3.11 to 3.48) + 0.82 
If instructed to by a doctor would you ask a doctor: Who are you and what is your job? 3.00 3.13 (2.89 to 3.34) + 0.98 
If instructed to by a doctor would you ask a doctor: Why are you removing that piece of monitoring equipment?  3.00 3.25 (3.06 to 3.46) + 0.88 
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Total mean (calculated by using the mean score of the above items)  
(Cronbach’s alpha) 
 
3.00 
 
3.16 (2.97 to 3.34) + 0.83 
(.93) 
 
PWLn/f: Patient willingness to ask nurses factual safety-related questions
  
Would you ask a nurse: How long will I be in hospital for? 3.00 3.28 (3.11 to 3.43) + 0.71 
Would you ask a nurse: When will I return to my normal activities?  3.00 3.00 (2.79 to 3.16) + 0.83 
Would you ask a nurse: What signs should I be looking for to tell me that my wound may not be healing as it should?  3.00 2.96 (2.79 to 3.16) + 0.80 
Would you ask a nurse: How long will the pain last?  3.00 3.11 (2.92 to 3.26) + 0.73 
Total mean  (calculated by using the mean score of the above items) 
 (Cronbach’s alpha) 
3.00 3.09 (2.96 to 3.22) + 0.58 
(.74) 
 
PWLn/c: Patient willingness to ask nurses challenging safety-related questions
  
Would you ask a nurse: Why are you removing that piece of monitoring equipment?  3.00 2.79 (2.59 to 3.03) + 0.98 
Would you ask a nurse: Who are you and what is your job? 2.00 2.23 (2.06 to 2.45) + 0.89 
Would you ask a nurse: I don’t think that is the medication I am on, can you check please?  3.50 3.18 (2.93 to 3.38) + 0.98 
Would you ask a nurse: Have you washed your hands?  2.00 2.13 (1.94 to 2.35) + 0.91 
Total mean (calculated by using the mean score of the above items)  
(Cronbach’s alpha) 
2.50 2.58 (2.42 to 2.74) + 0.72 
(.77) 
 
PWLn/c/i: Patient willingness to ask nurses challenging safety-related questions if instructed to by a doctor
  
If instructed to by a doctor would you ask a nurse: Have you washed your hands? 3.00 3.05 (2.81 to 3.27) + 1.01 
If instructed to by a doctor would you ask a nurse: I don’t think that is the medication I am on can you check please? 4.00 3.33 (3.13 to 3.51) + 0.84 
If instructed to by a doctor would you ask a nurse: Who are you and what is your job? 3.00 2.99 (2.76 to 3.19) + 0.96 
If instructed to by a doctor would you ask a nurse: Why are you removing that piece of monitoring equipment?  3.00 3.29 (3.09 to 3.48) + 0.82 
Total mean (calculated by using the mean score of the above items)  
(Cronbach’s alpha) 
3.25 3.16 (2.98 to 3.35)+ 0.83 
(.92) 
 
 
 
 8.6.2. Findings from patients’ demographic characteristics  
The above data were then examined further with respect to patients’ demographic 
characteristics to investigate the extent to which patients’ age, sex, ethnicity, 
education and employment status were related to their willingness to question 
healthcare staff. Significant differences (p < 0.05) were found for sex, education and 
employment status, these results are reported here.  
 
8.6.2.1. Sex differences in willingness to ask questions 
To investigate whether men and women significantly differed on each of their scores 
on the PWL’s a series of Mann-Whitney U tests were conducted using ‘sex’ as the 
between-subjects variable, the results of which are displayed in Table 8.7.  
 
Key findings in Table 8.7 clearly show that women were more likely than men (p < 
0.05) to ask both factual and challenging questions to nurses. Women were also more 
willing to challenge nurses and doctors if instructed to by a doctor (see Table 8.7 for 
test results and descriptives).  
 
Table 8.7: Sex differences in willingness to ask questions    
 
 
 
‘Patient willingness’ 
measure 
Sex (N = 80)   
Male 
(38) 
Median    
 
Mean (95% CI) ± SD 
Female 
(42) 
Median 
 
Mean (95% CI) ±SD 
 
Mann Whitney 
U 
 
PWLd/ f 
 
PWLd/c   
 
PWLn/f  
 
PWLn/c  
 
PWLd/c/i 
 
PWLn/c/i 
 
3.29 
 
2.20 
 
3.00 
 
2.50 
 
3.00 
 
3.00 
 
3.32 (3.16 to 3.48) ± 0.50 
 
2.23 (2.03 to 2.43) ± 0.61 
 
2.94 (2.75 to 3.13) ± 0.59 
 
2.38 (2.17 to 2.58) ± 0.61 
 
2.94 (2.65 to 3.23) ± 0.89 
 
2.93 (2.65 to 3.22) ± 0.87 
 
3.64 
 
2.50 
 
3.13 
 
2.75 
 
3.63 
 
3.50 
 
3.49 (3.36 to 3.63) ± 0.44 
 
2.54 (2.28 to 2.81) ± 0.85 
 
3.22 (3.05 to 3.39) ± 0.55 
 
2.76 (2.52 to 3.00) ± 0.77 
 
3.35 (3.12 to 3.58) ± 0.73 
 
3.37 (3.14 to 3.60) ± 0.73 
 
622.50 
 
605.00 
 
576.50 * 
 
562.00 * 
 
579.00 * 
 
549.00 * 
 
*    p < 0.05 
 
 
8.6.2.2. Educational level and willingness to ask questions  
 
To investigate whether patients with a degree and without a degree significantly 
differed on each of their scores on the PWL’s a series of Mann-Whitney U tests were 
conducted using ‘educational status’ (degree vs. no degree) as the between-subjects 
variable; the results are displayed in Table 8.8. 
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Key findings in Table 8.8 clearly show that patients with a degree were more willing 
than those without a degree (p < 0.05) to ask doctors and nurses challenging 
questions, doctors factual questions, and challenging questions to nurses and doctors 
if instructed to by a doctor (see Table 8.8 for test results and descriptives).  
 
Table 8.8: Educational level and willingness to ask questions  
 
 
 
‘Patient willingness’ 
measure 
Education  (n = 80)   
Degree 
(22) 
Median      
 
Mean (95% CI) ± SD 
No 
degree 
(58) 
Median 
 
Mean (95% CI) ±SD 
 
Mann 
Whitney 
U 
 
PWLd/ f 
 
PWLd/c   
 
PWLn/f  
 
PWLn/c  
 
PWLd/c/i 
 
PWLn/c/i 
 
3.71 
 
3.00 
 
3.00 
 
3.13 
 
4.00 
 
4.00 
 
3.69 (3.53 to 3.86) ± 0.36 
 
2.80 (2.46 to 3.14) ± 0.78 
 
3.20 (2.92 to 3.47) ± 0.59 
 
3.01 (2.68 to 3.35) ± 0.75 
 
3.58 (3.26 to 3.90) ± 0.73 
 
3.58 (3.27 to 3.88) ± 0.69 
 
3.29 
 
2.20 
 
3.00 
 
2.50 
 
3.00 
 
3.00 
 
3.30 (3.18 to 3.43) ± 0.46 
 
2.24 (2.05 to 2.42) ± 0.70 
 
3.04 (2.89 to 3.19) ± 0.58 
 
2.41 (2.25 to 2.58) ± 0.64 
 
3.00 (2.78 to 3.21) ± 0.82 
 
3.00 (2.79 to 3.22) ± 0.83 
 
287.00** 
 
366.00* 
 
560.00 
 
296.00** 
 
344.50** 
 
346.00** 
*   p < 0.01 
** p < 0.001 
 
 
8.6.2.3. Employment status and willingness to ask questions  
To investigate whether patients scores on each of the PWL’s differed with respect to 
employment status (employed, unemployed, student, retired), Kruskal-Wallis tests 
were conducted using ‘employment status’ as the between-subjects variable. Patients 
that were registered disabled were excluded from analysis because the sample size of 
this particular group was too small (n = 2). The results are displayed in Table 8.9. 
 
Test results yielded significant differences (p < 0.05) on the basis of employment 
status on patients’ willingness to ask factual questions to doctors and challenging 
questions to doctors and nurses if instructed to by a doctor. Follow up procedures 
using Mann-Whitney U tests were used to locate significant differences between 
employment groups and patients scores on the above three PWL’s. The key findings 
in Table 8.9 show that patients that were employed were significantly more willing to 
ask factual questions to doctors than those patients that were retired or students. In 
addition, employed patients were more willing to follow doctors’ instructions to 
challenge doctors or nurses (see Table 8.9 for test results and descriptives).   
 Table 8.9: Employment status and willingness to ask questions 
 
 
 
 
‘Patient willingness’ 
measure 
Employment (n = 78)   
Employed (44) 
 
 Unemployed (6) 
 
Retired (22) 
 
Student (6) 
 
Kruskal 
Wallis 
Post hoc Mann-Whitney test locating 
significant differences (Mann-Whitney U 
statistic)   
Median 
 
Mean (95% CI) 
±SD 
 
Median 
 
Mean (95% 
CI) ±SD 
 
Median 
 
Mean (95% 
CI) ±SD 
 
Median 
 
Mean (95% CI) 
±SD 
 
PWLd/f 
 
3.64 
 
3.56  (3.45 to 
3.67) ±  0.36 
 
3.21 
 
3.31 (2.94 to 
3.68) ±  0.35 
 
3.29 
 
3.21 (2.95 to 
3.48) ±  0.59 
 
3.00 
 
3.10 (2.51 to 
3.68) ±  0.55 
 
10.04* 
 
Employed – retired * (303.00) 
Employed – student * (63.00) 
 
PWLd/c 
 
2.40 
 
2.57 (2.36 to 
2.78) ± 0.70 
 
1.70 
 
1.80 (0.97 to 
2.63) ±  0.79 
 
2.30 
 
 
2.28 (1.95 to 
2.62) ±  0.59 
 
 
1.80 
 
 
2.10 (1.04 to 
3.16) ±  1.01 
 
6.84 
 
NA 
 
PWLn/f 
 
3.00 
 
3.19 (3.02 to 
3.36) ±  0.56 
 
3.00 
 
2.92 (2.06 to 
3.77) ±  0.82 
 
3.00 
 
2.94 (2.68 to 
3.21) ±  0.59 
 
2.88 
 
3.00 (2.45 to 
3.55) ±  0.52 
 
 
1..98 
 
NA 
 
PWLn/c 
 
2.75 
 
 
 
2.73 (2.53 to 
2.94) ±  0.67 
 
 
2.13 
 
 
2.13 (1.05 to 
3.20) ±  1.02 
 
2.50 
 
 
2.51 2.24 to 
2.78) ±  0.61 
 
2.00 
 
2.13 (1.04 to 
3.21) ±  1.03 
 
 
6.65 
 
NA 
 
PWLd/c/i 
 
3.75 
 
 
 
3.36 (3.12 to 
3.60) ±  0.80 
 
 
2.88 
 
 
 
2.54 (1.74 to 
3.34) ±  0.77 
 
3.00 
 
 
3.11 (2.77 to 
3.46) ±  0.79 
 
2.38 
 
2.50 (1.52 to 
3.48) ±  0.94 
 
9.69* 
 
Employed – unemployed * (54.500) 
Employed – student * (65.00) 
 
PWLn/c/i 
 
3.75 
 
 
 
 
3.39 (3.14 to 
3.63) ±  0.80 
 
 
 
3.00 
 
 
 
2.71 (1.75 to 
3.67) ±  0..91 
 
 
 
3.00 
 
 
 
3.02 (2.70 to 
3.35) ±  0.74 
 
2.63 
 
 
 
2.58 (1.58 to 
3.59) ±  0.96 
 
10.06* 
 
 
 
 
Employed – unemployed * (65.500) 
Employed – retired * (325.00) 
Employed – student * (67.00) 
Note: 
*    p < 0.05 
NA  = not applicable 
- It is noted there are a lot of comparisons in the analyses (in Table 8.9) that have been based on small sample sizes. However, when this study was submitted for publication 
the reviewers requested this information so I have presented the results here in align with their recommendations. 
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 8.7 Discussion   
This study is the first of its kind in the UK to empirically investigate surgical patients’ 
willingness to ask healthcare staff questions as recommended by current patient safety 
initiatives. My findings indicate that post-operative patients’ willingness to question 
doctors and nurses is influenced by the content of the question, who the question is 
directed to, and whether the patient received instruction to ask the question. Patients’ 
demographic characteristics also play a roleXXVIII. 
 
The majority of patients were willing to ask healthcare staff factual questions 
regarding the delivery of their healthcare (e.g. ‘how long will I be in hospital for?’ or 
‘what are the alternatives to surgery?’); however, significantly fewer were willing to 
pose challenging questions (e.g. ‘have you washed your hands?’). These findings 
could have significant implications for the efficacy of patient safety initiatives 
(considered in this study) which aim to encourage patients to ask questions if they 
have any concerns regarding the medical treatment that they receive. Our findings 
suggest that at least for post-operative patients the extent to which these initiatives 
will facilitate patients in questioning healthcare staff is likely to be content dependent; 
patients may be unwilling to adhere to recommendations in those initiatives that they 
perceive as challenging the healthcare staffs’ clinical abilities.  
 
The professional role of the healthcare staff (i.e., whether they were a doctor or nurse) 
influenced patient reported willingness to ask questions. Patients reported that they 
were more willing to ask doctors as opposed to nurses factual questions. The reason 
for this could be to do with the nature of the factual questions used in the survey. All 
these questions were related to the patient’s surgical treatment and subsequent 
recovery process. Patients may view doctors as a more appropriate resource for such 
information. Patients were also more willing to ask nurses rather than doctors 
challenging questions. This finding replicates other research (discussed in Chapters 4 
and 5) aimed at empowering hospital patients to ask doctors and nurses if they had 
washed their hands; while the majority of patients would ask a nurse this question, 
considerably fewer would pose the same question to a doctor50,51,162. While the exact 
reason for this is unclear, it could be in part due to patients viewing doctors as a more 
                                                 
XXVIII The key findings of the study were also discussed in detail in the systematic review in Chapters 4 
and 5. 
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 authoritarian figures than nurses, and also due to the fact that doctors will have more 
power and control over their treatment. Patients may therefore be less likely to ask 
doctors vs. nurses questions that they perceive as causing offence or challenging the 
doctor’s clinical abilities.  
  
Significant improvements in patients’ willingness to ask challenging questions to 
doctors or nurses was achieved if the patient was instructed to ask such a question by 
the doctor. This effect can have important implications for initiatives that encourage 
the active involvement of the patient in patient safety. It seems that for such initiatives 
to be effective, they must be perceived by both patients and healthcare staff as 
beneficial to the medical encounter rather than challenging the clinician’s clinical 
skills and abilities. This finding in the study supports the theory presented in Chapter 
6 (Section 6.3.4) that the more patients and healthcare professionals share the same 
beliefs about patient involvement and the more healthcare professionals encourage 
such involvement (in this case ‘instruct’ patients to participate) the more willing the 
patient will be to participate.  Figure 8.1 illustrates this concept with specific reference 
to patients’ willingness to ask questions.  
 
Figure 8.1 Opportunities for patient involvement in asking questions   
HCP and patient 
both believe the 
patient should ask 
questions  
 
 
 
Only patients 
believe they 
should ask 
questions  
 
Only HCP’s 
believe 
patient 
should ask 
          Less willing to ask questions 
        More willing to ask  questions 
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Demographic differences were also evident in patients’ willingness to ask doctors and 
nurses questions. Patients that were men, unemployed or not educated to degree level 
were markedly less willing to question doctors and nurses. These patient groups may 
benefit from extra input in facilitating their engagement in safety related behaviours 
and these differences could be taken into account for improving the potential success 
of safety related initiatives. These findings replicate observations from a number of 
previous studies which have reported patient characteristic differences in patients’ 
preferences for involvement in their healthcare e.g. 132, 161,176. 
 
8.8. Limitations and recommendations for future research  
 
There are a number of limitations to this work, which need to be addressed in future 
research within this area.  
 
First, the study focused purely on a surgical patient cohort so there is a need to 
examine to what extent these findings can be generalised to a wider patient 
population.  
 
Second, the study only examined the impact that doctors could have in facilitating 
patient involvement; the extent to which nurses, who arguably interact more with 
hospital patients than doctors, can play a role also needs to be investigated.   
 
Third, I did not investigate the impact of instructions on patients’ willingness to ask 
factual questions. While these questions may not involve directly challenging clinical 
abilities of healthcare staff they could still be perceived by some patients as ‘difficult’ 
to ask, particularly if patients have pre-conceived ideas that asking these questions 
could make them look stupid.  
 
Fourth, the effect of prior experience of errors on levels of participation was not 
assessed; this variable could have mediated patients’ responses and has been shown to 
play a role in similar studies in the patient safety paradigm related to patients’ 
preferences for involvement121,138.   
 
The above issues will be addressed in the empirical work that proceeds in Chapter 9.  
 8.9 Chapter overview  
 
In this chapter I presented the findings of a study that is the first of its nature to 
examine the willingness of hospital patients to ask healthcare staff questions in a UK 
setting. Factors that could affect patients’ willingness to question doctors and nurses 
have been discussed and ways in which patients’ willingness to participate could be 
achieved have been considered. The limitations of the research and suggestions for 
future research have been put forward. The research indicates that unless patients are 
instructed to participate in their healthcare, the success of current safety initiatives 
which aim to encourage patients to ask questions may be limited to those questions 
that the patient does not perceive as challenging healthcare professionals’ clinical 
skills and abilities.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 166
 
 
  
 
 
 
 
 
 
 
 
CHAPTER 9 
 
 
Patients’ willingness to participate in different safety-related 
behaviours   
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 9.1. Introduction  
 
The aim of this chapter is to mainly address Research Question 2 (but in doing so also 
Research Question 1)XXIX, and to build upon and address the limitations of the 
investigation presented in Chapter 8. Specifically, I aim to explore patients’ 
preferences for involvement in a variety of different safety-related behaviours.  
 
As has been shown in the preceding chapters there are a number of different 
behaviours that patients can participate in to help prevent the likelihood of errors. 
Research derived from the systematic review (in Chapters 4 and 5) has shown that a 
number of factors can affect the extent to which patients would be happy to 
participate in these behaviours. For the purpose of clarity for the reader the key factors 
will be summarised briefly here. First, patients with prior experience of medical errors 
are more willing to engage in safety-related behaviours – for example, research on 
patients’ views on medication errors reported that patients with prior experience of 
medication errors were more likely to engage in several medicine safety-related 
behaviours121. Second, patients are more willing to engage in those safety-related 
behaviours that they perceive as long standing recommendations – for example, 
research suggests that patients think that long-standing safety-related 
recommendations are more effective at preventing medical errors (e.g. making sure 
the doctor knows about all medicines currently being taken). As a result patients are 
more willing to engage in these activities. Conversely, patients are less likely to 
engage in unfamiliar and newer safety-related recommendations (e.g. asking staff if 
they have washed their hands)120. Third, patients are more willing to engage in safety-
related behaviours which they do not perceive as confrontational or challenging the 
clinical abilities of healthcare professionals – for instance, research suggests that 
patients are more willing to ask questions about their medication (e.g. purpose of, and 
when to take) than to ask healthcare professionals if they have washed their 
hands120,122,172. The former of these questions is likely to be perceived as common 
dialogue for the patient, whereas the latter is more likely to be viewed as challenging 
the clinical abilities of healthcare professionals. 
 
                                                 
XXIX Research Question 1 will also be addressed – given that Research Question 2 addresses patients’ 
willingness to engage in different safety-related behaviours this also covers the behaviour addressed in 
Research Question  1 (asking questions).  
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 However, a striking observation within the extant data is the dearth of research that 
has been conducted in the UK hospital context that examines how willing patients 
would be to engage in different safety-related behaviours. The present study therefore 
aims to address the current gap in the evidence base.  
 
 
9.2. Aims 
 
The aims of the present work were fourfold: to investigate:   
 
1) patients’ willingness to participate in different safety-related behaviours; 
2) patients’ characteristics (including prior experience of errors that could 
affect patients’ willingness to participate in safety-related behaviours);   
3) the impact of doctors or nurses’ encouragement on patients’ willingness to 
participate in safety-related behaviours;  
4) to what extent the findings from the data in Chapter 8 could be replicated.  
 
 
9.3. Method 
 
9.3.1. Design 
A cross-sectional design was employed using a patient self-report survey.  
 
9.3.2. Participants  
A convenience sampling method was employed to recruit medical and surgical 
patients (post-operation) from six wards on an inner city London teaching hospital 
(see Table 9.1 for descriptives on patients’ characteristics). In total 95 patients who 
fulfilled the inclusion criterion were approached by the researcher; from this, 80 
agreed to participate (84% response rate). Patients declined participation for the 
following reasons: the patient was feeling very tired and/or unwell (n=13); the patient 
was hard of hearing and could not understand the researcher’s instructions (n=1); the 
patient did not think the study was important (n=1). Due to the lack of published data 
in this area it was not possible to accurately perform power calculations for the 
sample size of this study213-215. However, as a rough estimate Cohen suggests that for 
this type of study (based on the analyses), in order to detect a medium effect (0.5) at 
an alpha level of 0.05, a minimum sample size of 64 participants would be required213. 
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 Table 9.1: Patient characteristics  
 
Socio-demographic variables No of subjects (%) 
 
 
Sex 
Male 
Female 
 
 
39  (49) 
41  (51) 
Education 
No qualifications  
GSCE’s 
A levels 
Undergraduate degree 
Postgraduate degree  
 
34  (42) 
15  (19) 
8    (10) 
12  (15) 
11  (14) 
Ethnicity  
Caucasian 
Non-Caucasian   
 
61  (71) 
19  (29) 
Employment  
Employed 
Unemployed 
Retired 
Student 
Registered disabled 
 
33  (41) 
7    (9) 
34  (42.5) 
2    (2.5) 
4    (5) 
Speciality  
Medical  
Surgical  
 
53  (66) 
27  (34) 
Prior experience of medical errors 
Yes 
No 
 
 
16  (20) 
64  (80) 
Age  Range 22-90 (mean 54.59, SD 
19.09) 
Previous number of times in hospital  Range 0-30 (mean 4.40, SD 4.91) 
 
 
 
 
 
9.3.3. Material development and pilot testing  
A survey was developed and items in the survey were pretested on 20 medical and 
surgical patients (see Table 9.2 for patient characteristics). The aim of the pre-testing 
was to ensure patients understood the items in the survey and also to gain an idea of 
how ‘challenging’ the behaviours would be for patient to participate in. In order to 
assess the extent to which the findings of the pre-test in Chapter 8 could be replicated 
and generalised to other patient cohorts the items from the survey used in the 
investigation in Chapter 8 were included in the present surveyXXX. Additional items 
for the survey in the present study were generated from areas of patient participation 
in safety that data from the systematic review focussed on. 
 
 
 
                                                 
XXX Only items from the survey in Chapter 8 that were applicable to both a surgical and medical patient 
cohort were included in the survey in the present chapter. 
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 The survey comprised a number of items that could be categorised into two main 
actions:  
1. Asking  
• factual questions; 
• challenging questions; 
2. Notifying  
• staff of problems or errors in care.  
 
In this chapter I refer to the above as ‘categories’ of behaviours. In addition, 3 other 
individual items were included in the survey to cover the following actions of 
behaviours: 
 
3. Information provision – bringing in current medicines into hospital and a list of 
medication allergies;  
4. Information gain – learning which hospital has the highest safety record for the 
procedure the patient requires;  
5. Reporting - an error to a national reporting system (NRS)XXXI.  
 
In this chapter I refer to these behaviours as ‘individual’ behaviours.  
 
In the same was as in Chapter 8, in order to explore whether the professional role of 
healthcare staff could affect patients’ willingness to participate, separate questions 
were used to assess patient involvement in those behaviours that were interactional 
with either a doctor or a nurse.  
 
To gain an understanding of how ‘challenging’ the behaviour was for patients to 
participate in, this was assessed by asking patients how ‘difficult’ and ‘hard’ they 
thought the behaviour would be to engage in, how ‘embarrassed’ they would feel 
                                                 
XXXI I felt that this latter point of interest was of particular importance. While, the systematic review retrieved 
some papers related to patients’ willingness to report incidents to healthcare professionalse.g.142, drug surveillance 
systemse.g.171, or researcherse.g.173, to the best of my knowledge the extent to which patients in the UK  are willing 
to report ‘any’ error to a national incident reporting system (such as the NPSA’s NLRS),  has never been 
empirically investigated. 
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participating in the behaviour, and whether they perceived the behaviour to be 
‘confrontational’. Patients’ responses were measured on a scale of 1-7; the higher the 
score the more ‘challenging’ the behaviour was to engage inXXXII. Data were analysed 
using SPSS for Windows Version 16.  Mean scores for patients’ (N=20) ratings of the 
items in the pre-test stage were computed. The results of the pre-testing are displayed 
in Table 9.3.  
 
Table 9.2 Patient characteristics of those in the ‘pre-test’ 
   
Socio-demographic variables No of subjects (%) 
 
 
Sex 
Male 
Female 
 
 
8   (40) 
12 (60) 
Education 
No qualifications  
GSCE’s 
A levels 
Undergraduate degree 
Postgraduate degree  
 
4   (20) 
4   (20) 
5   (25) 
6   (30) 
1   (5) 
Ethnicity  
Caucasian 
Non-Caucasian   
 
18 (90) 
2   (10) 
Employment  
Employed 
Unemployed 
Retired 
Student 
 
11 (55) 
4   (20) 
2   (10) 
3   (15) 
Speciality  
Medical  
Surgical  
 
9   (45) 
11 (55) 
Prior experience of medical errors 
Yes 
No  
 
5   (25) 
15 (75) 
Age  Range  18-63 (mean 38.6, SD 15.31) 
 
Previous number of times in hospital (in last 
5 years)  
 
Range 1-4 (mean 3.7, SD 2.47) 
 
The results in Table 9.3 clearly show that those behaviours that patients viewed most 
negatively (as measured by how confrontational they perceive the behaviours to be, 
how embarrassed they would be to participate and by how difficult and hard they 
think it would be to engage in the behaviours)  generally fall under the category of 
‘asking challenging questions’. The behaviours that patients in general viewed most 
positively fell in the category of ‘asking factual questions’.  
                                                 
XXXII I decided to change the scale to a response format of 1-7 (as opposed to 1-4 like that used in 
Chapter 8) because this may show wider variability in patients’ ratings, perhaps offering greater insight 
into differences between patients’ preferences for participation in behaviours that comprise different 
properties. 
 
 
 Table 9.3. Results of the pre-test  
 
Item in the survey  Patients ratings: Mean (SD) Overall 
Mean  
Alpha 
(Cronbach’s) 
 Difficult  Confrontational  Embarrassing  Hard    
Asking factual questions       
Would you ask: What signs should I look out for if my 
wound is not healing as it should?  
      
Doctor  1.10(0.31) 1.15(0.37) 1.15(0.37) 1.30(0.47) 1.18(3.25) .87 
Nurse 1.15(0.37) 1.20(0.41) 1.20(0.41) 1.25(0.44) 1.20(0.38) .94 
Would you ask:  When can I return to my normal 
activities? 
      
Doctor  1.75(0.91) 1.90(0.97) 2.10(1.11) 1.80(1.00) 1.89(0.95) .96 
Nurse 1.75(0.96) 1.95(1.10) 2.10(1.17) 1.80(1.06) 1.90(1.00) .97 
Would you ask: How long will the pain last?       
Doctor  1.75(0.91) 1.90(0.96) 2.10(1.12) 1.80(1.00) 1.89(0.95) .96 
Nurse 1.85(0.93) 2.00(0.97) 2.20(1.11) 1.90(1.02) 1.99(0.96) .96 
Would you ask: How long will I be in hospital for?       
Doctor  1.85(0.93) 2.00(0.97) 2.20(1.10) 1.90(1.02) 1.99(0.96) .96 
Nurse 1.75(0.91) 1.90(0.97) 2.10(1.11) 1.80(1.00) 1.89(0.95) .96 
Would you ask: How is the procedure done?       
Doctor  1.65(0.88) 1.75(0.85) 1.90(0.91) 1.65(0.88) 1.74(0.83) .96 
Nurse 1.85(0.93) 2.05(0.94) 2.30(1.08) 1.90(1.02) 2.03(0.93) .95 
Asking challenging questions       
Would you ask: Can you check that this is the correct 
medication for me? 
      
Doctor  5.50(0.76) 5.60(1.05) 5.60(1.05) 4.80(0.70) 3.81(1.26) .86 
Nurse 3.30(1.45) 3.70(1.13) 4.55(1.39) 3.85(1.39) 3.85(1.12) .85 
Would you ask: What is your name and what do you do?       
Doctor  5.60(1.05) 5.60(1.05) 5.70(1.23) 5.90(0.97) 4.65(0.90) .65 
Nurse 3.40(1.35) 3.70(0.92) 4.40(0.94) 3.90(1.29) 3.85(0.92) .82 
Would you ask: Why are you removing that piece of 
monitoring equipment? 
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Doctor  5.90(0.79) 5.90(0.79) 6.00(0.73) 5.75(0.91) 5.73(0.97) .97 
Nurse 5.70(0.98) 5.70(1.03) 5.75(0.96) 5.75(0.96) 5.52(0.94) .98 
Would you ask: Have you washed your hands?       
Doctor  5.90(0.79) 5.90(0.79) 6.00(0.73) 5.75(0.91) 5.89(0.77) .97 
Nurse 5.65(0.67) 5.65(0.67) 5.85(0.59) 5.30(0.98) 5.61(0.66) .90 
Notifying healthcare staff of problems        
Would you notify if you thought your wound had become 
infected? 
      
Doctor  1.90(0.85) 1.95(0.94) 1.95(0.94) 2.05(0.10) 1.96(0.90) .97 
Nurse 1.55(0.60) 1.60(0.68) 1.60(0.68) 1.75(0.85) 1.63(0.69) .97 
Would you notify if your hospital identification bracelet 
came off? 
      
Doctor  1.45(0.51) 2.00(0.92) 2.20(0.95) 2.35(0.88) 2.00(0.58) .66 
Nurse 1.35(0.49) 1.50(0.61) 1.80(0.70) 2.20(0.89) 1.71(0.53) .77 
Would you notify if you thought an error had occurred in 
your care?  
      
Doctor  2.15(0.93) 3.10(1.52) 3.15(1.53) 2.00(0.65) 3.04(1.00) .72 
Nurse 2.15(0.93) 3.10(1.52) 1.95(0.94) 2.05(0.10) 2.60(0.90) .72 
Would you notify if you had not received the results of a 
medical test? 
      
Doctor  1.90(0.79) 2.30(1.26) 2.30(1.26) 2.35(0.88) 2.10(0.97) .93 
Nurse 1.65(0.81) 1.95(1.19) 1.90(1.12) 1.75(0.91) 1.81(1.00) .95 
Information provision (individual behaviour)       
Would you bring into hospital medications and list of 
allergies?  
1.35(0.49) 1.35(0.59) 1.30(0.47) 1.25(0.44) 1.31(0.47) .94 
Information gain (individual behaviour)       
Would you want to be given information to help you 
decide which hospital had the highest safety record for 
your treatment? 
3.40(1.57) 3.10(1.52) 3.30(1.45) 3.70(1.13) 2.40(0.71) .61 
Reporting (individual behaviour)       
If you experienced an error in you care, would you report 
this to a national reporting system? 
3.45(0.94) 3.65(0.59) 3.50(0.69) 4.00(0.73) 3.65(0.52) .65 
Note: Alpha level of ≥ 0.7 (when rounded off) are considered a high enough level of internal consistency225,226 –all the alpha levels in Table 9.3 are above 0.7 (rounded off). 
 9.3.4. Measures  
9.3.4.1. Patient willingness to participate in safety-related behaviours survey  
All the items in the pre-testing were included in the survey. In total, the survey 
comprised 41 items. Additional items in the survey were included to investigate the 
extent to which doctors or nurses could encourage patients to participate in the 
‘categories’ of behaviours or the ‘individual’ behaviours  
 
Patients had to answer on a 7-point scale how willing they would be to participate in 
the behaviours in the survey; the higher the score the more willing the patient was to 
participate (1= ‘not willing’ - 7 =‘very willing’). A description of the actions 
(categories and individual) of behaviours, examples of items and number of items 
related to each action is given in Table 9.4. For a copy of the survey please refer to 
Appendix 9.1. 
 
9.3.4.2. Patient characteristics questionnaire  
Patients’ demographic data on sex, age, ethnicity, employment and education were 
collected from each participant. Information on prior hospitalisation episodes and 
personal experience (if any) of medical errors was also gathered (see Table 9.1). For a 
copy of the questionnaire please refer to Appendix 9.1XXXIII.  
 
9.3.5. Procedure 
Patients were approached on the hospital wards, the nature of the study was explained 
and they were asked if they would be happy to participate. Patients were told that the 
purpose of the survey was to assess how willing patients were to participate in 
different safety-related behaviours.  All patients were given standardised instructions 
on how to complete the survey. To avoid misinterpretations patients were also asked 
to check through the questionnaires to ensure they understood all the items. The 
surveys were self-administered and collected at a mutually convenient timeXXXIV. 
 
                                                 
XXXIII The same patient characteristic questionnaire was used for the investigative work that proceeds in 
Chapters 10-12. 
XXXIV During the pretesting stage it was revealed there were no significant differences between those 
patients that were given the survey to complete on their own (i.e. self-administered) and those patients 
that the researcher went through the questions in the survey with the patient (i.e. researcher-
administered) – for this reason the survey was self-administered so that patients could complete the 
survey at a time most convenient to them.  
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 9.3.6. Data Analysis 
Mean scores for each item in the survey were calculated together with the overall 
mean scores for the items pertaining to each of the categories of safety-related 
behaviours.  Data were analysed by parametric tests using SPSS for Windows Version 
16.  
 
Table 9.4. Items in the patient willingness to participate in safety-related 
behaviours survey  
 
Action  Number 
of items  
Example of item  
Categories of behaviours   
1. Factual questions 
1.1.a. Doctor  
1.1.b Doctor – if given 
encouragement  
1.2.a. Nurse  
1.2.b. Nurse- if given 
encouragement 
 
5 
1 
 
5 
1 
 
How is the procedure done? 
If a doctor encouraged you would you be more willing to ask 
factual questions?  
How long will the pain last?  
If a nurse encouraged you would you be more willing to ask 
factual questions? 
2. Challenging questions 
2.1.a Doctor  
2.1.b Doctor – if given 
encouragement  
2.2.a Nurse  
2.2.b Nurse – if given 
encouragement 
 
4 
1 
 
4 
1 
 
Have you washed your hands? 
If a doctor encouraged you would you be more willing to ask 
challenging questions?  
Can you check that is the correct medication?  
If a nurse encouraged you would you be more willing to ask 
challenging questions?  
3. Notifying of errors/problems  
3.1.a Doctor  
 
3.1.b Doctor – if given 
encouragement  
3.2.a Nurse  
 
3.2.b Nurse – if given 
encouragement  
 
4 
 
1 
 
4 
 
1 
 
Notifying a doctor if your hospital identification bracelet fell 
off  
If a doctor encouraged you would you be more willing to 
notify them of problems or errors?  
Notifying a nurse if you had not received the results of a test 
when you should  
If a nurse encouraged you would you be more willing to 
notify them of problems or errors? 
Individual behaviours   
4. Information provision  
 
4.1 Doctor – if given 
encouragement  
4.2 Nurse – if given 
encouragement 
1 
 
 
1 
 
1 
Would you bring your medications into hospital and a list of 
any drug allergies you any have?  
 
If a doctor encouraged you would you … 
 
If a nurse encouraged you would you  … 
5. Information gain  
 
 
5.1 Doctor – if given 
encouragement  
5.2 Nurse – if given 
encouragement 
1 
 
 
1 
 
1 
Would you want to be given information to decide which 
hospital had the highest safety record for your treatment?  
 
If a doctor encouraged you would you want … 
 
If a nurse encouraged you would you want … 
6. Reporting  
 
6.1 Doctor – if given 
encouragement 
6.2 Nurse – if given 
encouragement 
1 
 
1 
 
1 
If you experienced an error would you report to a NRS? 
 
If a doctor encouraged you would you report … 
 
If a nurse encouraged you would you report … 
 
Total items  
 
 
41 
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 9.4. Results 
This results section will be split into 7 parts. First, overall descriptive findings from 
the survey will be considered. Second, findings from the categories of behaviours will 
be discussed. Third, findings from the individual behaviours will be presented. Fourth, 
comparisons between individual behaviours and categories of behaviours will be 
drawn. Fifth, findings will be investigated in relation to patient characteristics. Sixth, I 
investigate whether patients are more willing to participate in safety-related 
behaviours that could help prevent errors they have prior experience of.  Seventh, I 
will compare the pre-test findings with the main findings from the survey.  
 
9.4.1 Overall findings from the survey  
 
Table 9.5 displays descriptives for patients’ willingness to participate in each of the 
behaviours addressed in the survey.  
 
The data in Table 9.5 clearly shows that patients’ willingness to engage in different 
safety-related behaviours varied considerably. Overall in terms of the categories of 
behaviours patients were very willing to ask factual questions to healthcare 
professionals and notify them of problems. Conversely, patients were much less 
willing to ask challenging questions. In terms of patients’ willingness to participate in 
the individual behaviours, overall patients’ baseline willingness was very high. The 
findings in Table 9.5 are examined in more detail statistically in the results sections 
that follow.  
 
Table 9.5 Descriptives for items in the survey 
 
 
Item  
Number 
 
Item description  
 
 
Mean 
 
SD 
Factual questions to a nurse (category of behaviour)   
1 Would you ask a nurse: How long will I be in hospital for? 5.60 1.84 
2 Would you ask a nurse: How long will the pain last? 5.51 1.87 
3 Would you ask a nurse: What signs should I look out for if my wound is not healing as 
it should?  
5.31 1.87 
4 Would you ask a nurse:  When can I return to my normal activities  5.20 2.02 
5 Would you ask a nurse: How is the procedure done? 4.65 2.12 
6 If a nurse encouraged you to ask the above questions (e.g. by saying ‘its ok to ask staff 
questions’) would you be more willing to ask these questions? 
5.75 1.71 
Factual questions to a doctor (category of behaviour)   
7 Would you ask a doctor: How long will the pain last? 6.28 1.37 
8 Would you ask a doctor: How long will I be in hospital for? 6.44 1.30 
9 Would you ask a doctor:  When can I return to my normal activities  6.23 1.49 
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10 
 
Would you ask a doctor: How is the procedure done? 
 
6.16 
 
1.67 
11 Would you ask a doctor: What signs should I look out for if my wound is not healing 
as it should? 
5.80 1.72 
12 If a doctor encouraged you to ask the above questions (e.g. by saying ‘its ok to ask 
staff questions’) would you be more willing to ask these questions? 
6.03 1.72 
Challenging questions to a nurse (category of behaviour)   
13 Would you ask a nurse: Can you check that this is the correct medication for me? 4.58 2.54 
14 Would you ask a nurse: What is your name and what do you do? 4.42 2.17 
15 Would you ask a nurse: Why are you removing that piece of monitoring equipment? 4.39 2.29 
16 Would you ask a nurse: Have you washed your hands? 3.58 2.19 
17 If a nurse encouraged you to ask the above questions (e.g. by saying ‘its 
Ok to ask staff questions’) would you be more willing to ask these  
questions? 
5.50 1.82 
 
Challenging questions doctor (category of behaviour) 
  
18 Would you ask a doctor: Why are you removing that piece of monitoring equipment? 4.39 2.34 
 
19 
 
Would you ask a doctor: Can you check that this is the correct medication for me? 
 
4.41 
 
2.39 
20 Would you ask a doctor: What is your name and what do you do? 3.93 2.32 
21 Would you ask a doctor: Have you washed your hands? 2.74 2.13 
22 If a doctor encouraged you to ask the above questions (e.g. by saying ‘its  
Ok to ask staff questions’) would you be more willing to ask these  
questions? 
5.64 1.73 
Notifying nurse (category of behaviour)   
23 Would you notify a nurse if you thought your wound had become infected? 6.73 0.66 
24 Would you notify a nurse if your hospital identification bracelet came off? 6.18 1.65 
25 Would you notify a nurse if you had not received the results of a medical test? 6.16 1.52 
26 Would you notify a nurse if you thought an error had occurred in your care?  5.88 1.79 
27 From the above problems and concerns, if a nurse said to you ‘its ok to notify me of 
any of these problems or concerns’ would you be more willing to do this? 
6.00 1.58 
Notifying doctor (category of behaviour)   
28 Would you notify a doctor if you had not received the results of a medical test? 6.28 1.41 
29 Would you notify a doctor if you thought an error had occurred in your care?  6.25 1.46 
30 Would you notify a doctor if you thought your wound had become infected? 6.25 1.50 
31 Would you notify a doctor if your hospital identification bracelet came off? 4.56 2.37 
32 From the above problems and concerns, if a doctor said to you ‘its ok to notify me of 
any of these problems or concerns’ would you be more willing to do this? 
6.24 1.33 
Information provision (individual behaviour)   
33 Would you be willing to bring into hospital medications that you are taking and a list 
of allergies? 
6.61 1.10 
34 If a doctor encouraged you to bring into hospital medications and a list of allergies, 
would you be more willing to do this? 
6.36 1.54 
35 If a nurse encouraged you to bring into hospital medications and a list of allergies, 
would you be more willing to do this? 
6.36 1.51 
Information gain (individual behaviour)   
36 Would you want to be given information to help you decide which hospital had the 
highest safety record for your treatment? 
5.74 1.89 
37 If a doctor encouraged you to look at information to help you decide which hospital 
had the highest safety record, would you be more willing to do this? 
5.70 1.81 
38 If a nurse encouraged you to look at information to help you decide which hospital 
had the highest safety record, would you be more willing to do this? 
5.23 1.98 
Reporting (individual behaviour)   
39 If you experienced an error in you care would you report this to a national reporting 
system? 
4.36 2.07 
40 If a doctor encouraged you to report an error you experienced in your care to a 
national reporting system, would you be more willing to do this?  
5.68 1.70 
41 If a nurse encouraged you to report an error you experienced in your care to a national 
reporting system, would you be more willing to do this? 
5.31 1.89 
 178
 
 
 Table 9.6 displays the descriptive statistics for the level of internal consistency 
between items in the categories of behaviours. The results indicate that all the alpha 
levels are of an acceptable level (> 0.7 when rounded off)XXXV. 
 
 
Table 9.6 Descriptives for the categories of behaviours examined in the survey  
 
Category of behaviour  
 
Mean  SD Alpha  
Asking factual questions     
Doctors  6.18 1.21 0.86 
Nurses  5.26 1.56 0.86 
Asking challenging questions    
Doctors  3.87 1.88 0.84 
Nurses 4.24 1.84 0.85 
Notifying of problems or errors    
Doctors  5.83 1.34 0.78 
Nurses 6.23 1.00 0.65 
 
 
9.4.2. Categories of behaviours  
In this section I consider the findings of patients’ willingness to participate in the 
‘categories’ of behaviours included in the survey. The impact that doctors or nurses’ 
encouragement can have on patients’ willingness to participate in these behaviours is 
also discussed.  
 
9.4.2.1. What categories of behaviours are patients most willing to participate in?  
A series of t tests were performed to investigate which behaviours patients were most 
willing to participate in with doctors or nurses. Significant findings were observed. 
Patients were more willing to:  
 
- ask doctors factual questions as opposed to challenging questions (t = 11.02, p 
< 0.001);  
- ask nurses factual vs. challenging questions (t = 4.46, p < 0.001);  
- notify nurses of problems/errors vs. ask nurses factual questions (t = 4.46, p < 
0.001); 
                                                 
XXXV PCA was not used to create the subscales because in the present study’s case I already knew the subscales I 
was going to create. Scale-reliability analysis (using Cronbach’s alpha) was therefore adequate enough to detect 
that items in each of the subscales were sufficiently correlated with one another (i.e. they were measuring the same 
construct).  
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 - notify nurses of problems/errors vs. ask nurses challenging questions (t = 
10.02, p < 0.001);  
- ask doctors factual questions rather than notify doctors of problems/errors (t = 
2.08, p < 0.05);  
- notify doctors of problems/errors than ask doctors challenging questions (t 
=8.87, p < 0.001). 
 
 
9.4.2.2. Does it make a difference who patients interact with?   
To investigate whether patients are more willing to participate in the aforementioned 
behaviours with doctors or nurses further t tests were conducted. Patients were more 
willing to:   
 
- ask doctors vs. nurses factual questions (t =5.61, p < 0.001); 
- nurses vs. doctors challenging questions (t =3.08, p < 0.005); 
- notify nurses vs. doctors of problems/errors (t = 3.01, p < 0.005).  
 
9.4.2.3. What is the impact of encouragement? 
Further t tests were performed to assess the extent to which doctors and nurses’ 
encouragement could improve patients’ willingness to participate in the categories of 
behaviours. The results revealed that nurses’ encouragement had a significant positive 
impact on patients’ willingness to: 
 
- ask nurses factual questions (t = 2.47, p < 0.05) and challenging questions (t = 
5.77, p < 0.001);  
- ask doctors challenging questions (t = 7.54, p < 0.001), and to notify doctors 
of problems or errors in their care (t = 2.10, p < 0.05).  
 
 
9.4.3. Results from the ‘individual’ behaviours 
In this section I consider the findings of patients’ willingness to participate in the 
‘individual’ behaviours included in the survey. As before, the impact that doctors or 
nurses’ encouragement can have on patients’ willingness to participate in these 
behaviours is also considered.  
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9.4.3.1. What individual behaviours are patients most willing to participate in?  
T tests revealed that patients were more willing to:  
- bring into hospital medications and a list of any allergies than to choose a 
treatment provider (t = 4.07, p < 0.001); 
- bring into hospital medications and a list of any allergies than to report an 
error to a national reporting system (t =9.41, p < 0.001); 
- to choose a treatment provider than report an error to a national reporting 
system (t = 4.89, p < 0.001). 
 
 
9.4.3.2. What is the impact of encouragement? 
Doctors’ or nurses’ encouragement had no effect (i.e. it did not increase) on patients’ 
willingness to choose a treatment provider or bring medications and a list of allergies 
into hospital (p > 0.05).  Noticeable differences however were observed for patients’ 
willingness to report an error to a national reporting system when given 
encouragement by either a doctor (t = 5.95, p < 0.001) or nurse (t = 4.21, p < 0.001) 
 
 
9.4.4. Cross-comparisons between categories of behaviours and individual 
behaviours   
 
A series of Pearson’s correlations were performed to investigate to what extent 
patients’ willingness to participate in one behaviour could predict their willingness to 
participate in another.   
  
Table 9.7 displays the test results in more detail and denotes where there are 
significant associations between behaviours.  The findings illustrate that a large 
majority of safety-related behaviours are positively associated with each other – in 
other words, if patients are willing to participate in one behaviour they are more likely 
to also want to participate in other behaviours.  
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 Table 9.7 Pearson’s correlations showing associations between behaviours 
  
Comparison 
 
Pearson r  P 
1.Comparisons between categories of behaviours  
 
Asking doctors factual questions    
Asking nurses factual questions .46 .0001 
Asking doctors challenging questions   .33 .003 
Asking nurses challenging questions  .29 .01 
Notifying doctors of problems or errors  .32 .003 
Notifying nurses of problems or errors .21 .05 
Asking doctors challenging questions    
Asking nurses factual questions .15 - 
Asking nurses challenging questions .83 .0001 
Notifying doctors of problems or errors  .28 .013 
Notifying nurses of problems or errors .35 .002 
Asking nurses factual questions   
Asking nurses challenging questions  .30 .008 
Notifying doctors of problems or errors  .29 .01 
Notifying nurses of problems or errors .39 .0001 
Asking nurses challenging questions    
Notifying doctors of problems or errors  .16 - 
Notifying nurses of problems or errors .37 .002 
Notifying doctors of problems    
Notifying nurses of problems or errors .52 0.0001 
2. Comparisons between individual behaviours   
 
Bring in medicine/list of allergies     
Choosing treatment provider  .26 .02 
Reporting error to NRS  .20 - 
Choosing treatment provider  .19 - 
Reporting error to NRS   
3.Comparisons between categories and individual behaviours   
 
Bringing in medications/list of allergies     
Asking doctors factual questions .13 - 
Asking nurses factual questions .14 - 
Asking doctors challenging questions  .24 .04 
Asking nurses challenging questions  .24 .03 
Notifying doctors of problems or errors  .08 - 
Notifying nurses of problems or errors .19 - 
Choosing treatment provider   
Asking doctors factual questions .25 .02 
Asking nurses factual questions .39 .0001 
Asking doctors challenging questions  .35 .001 
Asking nurses challenging questions  .36 .001 
Notifying doctors of problems or errors  .28 .01 
Notifying nurses of problems or errors .45 .00001 
Reporting an error to a NRS   
Asking doctors factual questions .29 .008 
Asking nurses factual questions .34 .002 
Asking doctors challenging questions   .33 .003 
Asking nurses challenging questions  .36 .0001 
Notifying doctors of problems or errors  .19 - 
Notifying nurses of problems or errors 
 
.33 .003 
Note: Alpha levels for associations between behaviours is only given when p < 0.05 
 
 
 182
 
 
  183
 
 
                                                
9.4.5. The role of patient characteristics on patients’ willingness to participate in 
safety-related behaviours  
 
In this section I consider significant findings related to 8 patient characteristics:XXXVI 
1) ethnicity; 2) education; 3) age; 4) employment; 5) sex; 6) prior number of times in 
hospital; 7) prior experience of medical errors, and; 8) patient speciality. The findings 
for individual and categories of behaviours are considered separately.   
 
When examining employment differences patients that were students (n=2) or 
registered disabled (n=4) were excluded from analyses as the sample sizes were too 
small.  Analyses therefore included patients that were employed (n=33), unemployed 
(n=7) and retired (n=34). To explore age-related differences, patients were classified 
as ‘young’ (20-39, n=20), ‘middle-aged’ (40-59, n=22) and ‘old’ (60-99 n=38). To 
explore education-related disparities patients were classified as having a degree 
(n=23) or not having a degree (n=57). To investigate the effect that previous number 
of times in hospital had on patients’ preferences, patients were categorised in the 
following way; in the last 5 years (not including their current hospitalisation) they had 
been in hospital: 0-4 times  (n=55); 5-8 times(n= 15), or; 9+ times (n= 10)XXXVII.  
 
All the results were analysed using ANOVA’s.XXXVIII Table 9.8 displays the 
significant findings in terms of how patient characteristics can affect patients’ 
willingness to participate in either the categories of behaviours or the individual 
behaviours. The key finding in Table 9.8 that appeared to have most effect on patient 
willingness levels was in relation to prior experience of medical errors – those with 
experience were more willing to participate.   
 
 
 
 
 
XXXVI The systematic review revealed that (with only a few exceptions) most of the previous work 
specifically in this area has not reported demographics differences or controlled for demographics – 
this needs to be investigated further as we need to see what role demographics play in involvement, 
especially given demographics factors have been shown to affect patients’ preferences for involvement 
in the literature from the wider arena of patient involvement in healthcare34.  
 
XXXVII In order to maintain consistency, this method of grouping the patient characteristic variables was 
used (unless otherwise stated) in the empirical studies that proceed in the following chapters. 
XXXVIII ANOVAs were used as opposed to T tests to maintain consistency within the patient 
characteristic analyses as some of the characteristics have more than 2 levels.    
 Table 9.8. The role of patients’ characteristics on patients’ willingness to participate in the behaviours addressed in the survey 
  
 Category of behaviours  Individual behaviours  
 
Ethnicity  - Caucasian patients were more willing to ask 
nurses factual questions if they were given 
encouragement by nurses (F (1,78)  = 4.28 p < 0.05). 
- Non-Caucasian patients were more willing to report an error to a NRS if 
they had been given encouragement by a doctor (F (1,78)  = 5.06 p < 0.05). 
Education  - Patients with a degree were less willing to ask 
challenging questions (F (1,78)  = 4.68 p < 0.05).  
 
- Patients with a degree were more willing to be involved in choosing a 
treatment provider (F (1,78)  = 6.65 p < 0.05). 
- Patients without a degree were more willing to bring medications into 
hospital/list of allergies when given encouragement by a nurse (F (1,78)  = 
6.65 p < 0.05).  
Age - - 
Employment  - Significant differences were revealed for patients 
willingness to notify doctors of problems/errors (F 
(12,71)  = 4.85 p < 0.05) and asking doctors factual 
question if given encouragement (F (1=2,71)  = 3.44 
p < 0.05).  
Bonferoni post- hoc analyses revealed that retired 
patients were more likely than those employed to 
ask doctors factual questions if they were given 
encouragement by a doctor (p < 0.05). 
Unemployed patients were less willing to notify 
doctors of problems/ errors than those that were 
employed (p < 0.05) and those that were retired (p 
< 0.05). 
- 
Sex - Men were more willing to notify doctors of 
problems/errors (F (1,78)  = 7.44 p < 0.01). 
- 
Prior number of times in 
hospital  
- - 
Prior experience of errors  -Patients with prior experience of errors were 
more willing to: 
- ask nurses factual questions (F (1,78)  = 6.83 p 
< 0.05); 
- Patients with prior experience of errors were more willing to report an 
error to a NRS (F (1,78)  = 4.39 p < 0.05).   
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- doctors factual questions (F (1,78)  = 5.56 p < 
0.01);  
- doctors challenging questions (F (1,78)  = 8.13 
p < 0.01);  
-doctors (F (1,78)  = 6.08 p < 0.05) and nurses 
(F (1,78)  = 4.84 p < 0.05) challenging questions 
if they were given encouragement.  
Speciality  - Surgical patients were more willing than medical 
patients to ask doctors factual questions if they 
were given encouragement by a doctor (F (1,25)  = 
16.96 p < 0.001). 
 
- 
Note: Where cells are empty this shows that no significant differences were found  
 
 
 
 
 Given the data did not find the same sex-related differences (in relation to patients’ 
willingness to ask questions) that were found in the investigation in Chapter 8 (in 
Chapter 8 women were more willing to ask questions than men), I examined the 
current findings in more detail with specific reference to patients’ speciality in order 
to elucidate any within-speciality differences. The results are displayed in Table 9.9. 
In the table the key finding is the interaction effect between sex and patient speciality. 
Medical patients that are male are more willing to engage in some of the safety-
related behaviours than female patients that are medical. Conversely, surgical patients 
that are male are less willing to engage in some of the safety-related behaviours than 
female patients that are surgical.  
 
 
Table 9.9. The role of patient characteristics: differences between medical and 
surgical patients   
Characteristic   
 
Medical (n=53)  Surgical (n=27) 
Ethnicity    
Education  - Patients with a degree (n=18) were 
more willing than those without a 
degree (n=35) to be involved in 
choosing a treatment provider (F 
(1,51)  = 5.45 p < 0.05).  
- 
Age - - 
Employment  - - 
Sex - Men (n=25) were more willing 
than women (n=28) to ask doctors 
challenging questions (F (1,51)  = 
19.38 p < 0.001).  
- Men were more willing to ask 
nurses challenging questions (F (1,25)  
= 7.69 p < 0.01).  
- Men were also more willing than 
women to notify doctors (F (1,51)  = 
11.62 p < 0.001).  
-Men were more willing to notify 
nurses of problems/errors in their 
care  (F (1,25)  = 6.85 p < 0.01). 
- Women (n=13) were more willing 
than men (n=14) to ask doctors 
challenging questions (F (1,25)  = 
27.67 p < 0.001) and nurses 
challenging questions (F (1,78)  = 
4.02 p < 0.05).  
- Women were more willing than 
men to be involved in choosing a 
treatment provider (F (1,25)  = 5.32 p 
< 0.05). 
 
Prior number of times in hospital  - - 
Prior experience of errors  Patients with experience of errors 
(n=14) were more willing (p <0.05) 
than those without (n=39) to 
participate in all the categories and 
individual behaviours (see 
Appendix 9.3 for further 
information). 
2 surgical patients had experience 
of errors; 25 had no experience. It 
was not possible to perform formal 
statistical analyses due to small 
sample of patients with experience 
of errors (n=2). However, for every 
behaviour (category and individual) 
the mean score for those with prior 
experience were higher than those 
without (i.e. those with experience 
were more willing to participate, 
(see Appendix 9.4 for further 
information).  
 
Note: where cells are empty this shows that no significant differences were found  
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 9.4.6. Are patients more willing to participate in safety-related behaviours that 
could prevent errors that they have prior experience of?   
 
I was interested in examining whether those patients that had prior experience of 
errors were more willing ‘in general’ to participate in safety-related behaviours (i.e. in 
any behaviour) than those without experience, or whether they were only willing to 
participate ‘more specifically’ in behaviours to help prevent the error(s) they had 
experience of (i.e. error specific).  
 
In total 16 patients reported having experience of errors, the results of 11 of these 
patients are included in Table 9.10. Two of the patients did not want to discuss the 
error they had experienced, 1 patient said ‘I know an error occurred but I cannot 
remember what it was’  and the other 2 patients discussed treatment complications so 
it was not possible to determine whether these were actual errors; for these reasons 
these patients were not included in the results.   
 
It was not possible to do any formal statistical analyses. However from examining the 
results in Table 9.10 it appears that some of the patients were only more willing to 
participate in safety-related behaviours that could protect against errors they already 
have experience of, rather than participating in  safety-related behaviours ‘in general’ 
that could protect against those both errors that they did and did not have experience 
of.  
 
Table 9.10. Relationship between ‘error type’ and willingness to participate  
 
 
Type of error(s) patient 
had experience of 
Patients’ ratings for willingness to participate  (on a scale of 1-7)  
 
Ask doctor  
hand washing  
Ask nurse hand 
washing 
Ask doctor about 
medicine   
Ask nurse about 
medicine  
HAI & medication error  7 7 7 7 
HAI 7 7 7 7 
Medication error  3 3 7 7 
Medication error  1 1 5 5 
HAI & medication error  7 7 7 7 
Medication error 1 3 5 7 
HAI 7 7 1 1 
Medication error  7 7 7 7 
Medication error 3 5 7 7 
Medication error  5 5 6 7 
Medication error  1 1 7 7 
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 9.4.7. Comparison between findings of pre- test and main findings of the survey 
 
Table 9.11 displays in rank order the behaviours that patients were least willing to 
participate in (left hand column) and the behaviours that the patients in the pre-test 
reacted most negatively to (right hand column). There are noticeable similarities 
between those behaviours that patients did not want to participate in and those 
behaviours patients viewed most ‘unfavourably’.  
 
Table 9.11. Behaviours patients are least likely to participate in and view most 
unfavourably  
 
First 10 behaviour patients least likely to 
participate in (in order)  
 
First 10 behaviours that patients (in the pre-
test) view most unfavourably (in order)  
Asking a doctor if they have washed their hands  
 
Asking a doctor if they have washed their hands  
Asking a nurse if they have washed their hands  
 
Asking a doctor why they are removing a piece of 
equipment  
Asking a doctor their name and what they do 
 
Asking a nurse if they have washed their hands 
Reporting an error to a NRS Asking a nurse why they are removing a piece of 
equipment 
Asking a doctor why they are removing a piece of 
equipment 
Asking a doctor what their name is and what they do 
Asking a nurse why they are removing a piece of 
equipment (same mean score as above item) 
Asking a nurse what their name is and what they do 
Asking a doctor to check medication   
 
Asking a doctor to check medicine (same mean score as 
above item)  
Asking a nurse their name and what they do  
 
Asking a nurse to check medicine (same mean score as 
above)  
Asking a nurse to  check medicine   
 
Reporting and error to a NRS 
Notifying a doctor if identification bracelet falls off  
 
Notifying a doctor of an error that you think has 
occurred in your care 
Asking a nurse how a procedure is done  
 
Notifying a nurse of an error that you think has 
occurred in your care 
 
 
 
9.5. Discussion   
 
This investigation is the first of its kind to empirically compare patients’ willingness 
to participate in a variety of safety-related behaviours and how healthcare 
professionals can encourage such involvement. The findings indicate that patients’ 
preferences can be influenced by: the action required by the patient; whether the 
action involves interacting with healthcare staff; whether the action has been 
encouraged by doctors or nurses; prior experience of errors, and; patients socio-
demographic characteristics. Here I consider the findings in more detail.  
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 The findings replicate that of the work in Chapter 8 and some of the findings in my 
systematic review in that patients were more willing to ask: both doctors and nurses 
challenging questions; nurses vs. doctors challenging questions, and; doctors vs. 
nurses factual questions120,122,144,161. In addition, patients were more willing to notify 
nurses of problems/errors than ask them factual questions; conversely however, they 
were more willing to ask doctors factual questions than notify doctors of 
problems/errors. These findings suggest that patients perceive engagement in different 
behaviours as staff-specific. In hospital, nurses are the staff that deal with the general 
day-day management of the patient; this combined with the fact that patients may 
have built a good rapport with their nurse (as opposed to their doctor that they see less 
frequently) may mean that patients feel more able to notify nurses of problems and 
indeed may perceive them as the most relevant person to address their concerns. 
Alternatively, doctors will (more often than not) be the ones that perform the 
procedure required by the patient so patients may view doctors as a more trusted 
information resource for ‘factual’ issues of their healthcare management.  
 
Patients were more willing to bring into hospital their medication and list of allergies 
(classified as an individual behaviour) than to participate in any of the categories of 
behaviours with doctors or nurses (asking factual questions, asking challenging 
questions, notifying staff of problems/errors). This could suggest that patients are less 
inclined to participate in behaviours that involve interacting with healthcare 
professionals, particularly if the behaviour is perceived as ‘challenging’. Indeed 
preliminary evidence from the systematic review supports this view120. This view may 
be especially evident in those patients with low health literacy levels who will be less 
able to obtain, process, and understand basic health information. Patients’ preferences 
could also be moderated by their perceived social norms about engaging in the 
behaviour. Previous research has shown that patients show greater inclination to 
partake in those behaviours that could be defined as ‘long-standing’ as opposed to 
newer, unfamiliar ones120. This could explain (in part) why in the present study 
patients were more willing to choose a treatment provider than to ask challenging 
questions (which could be perceived as a unacceptable practice) but less willing to 
choose a treatment provider than ask factual questions (where the asking of such 
questions is completely normalised in standard practice). In the same way this could 
explain why patients were more willing to ask factual questions than report and error 
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 to a NRS (which is an unfamiliar behaviour to most patients) but less willing to ask 
challenging questions than report an error to a NRS - even though this latter behaviour 
may be ‘unfamiliar’ it does not go against patients’ perceptions of acceptable social 
norms (i.e. it does no involve confronting the clinical abilities of staff).  
 
In terms of asking questions, the question patients were least likely to ask either a 
doctor or nurse was related to hand hygiene (‘have you washed your hands?’). This 
finding mirrors my findings in my investigation presented in the previous chapter 
(Chapter 8). A possible explanation is that patients believe the behaviour will not be 
that effective in reducing their susceptibility to HAI’s; a view which has some support 
from previous research in this area. For example, in the review presented in Chapters 
4 and 5, one study showed that patients did not perceive that asking staff about hand 
washing would be that effective at reducing the spread of infection120 and another 
study showed that nearly two-thirds of patients questioned felt that healthcare 
professionals could not infect patients132.  However, what may be more likely is that 
participation in this behaviour (asking about hand washing) produces a predominantly 
negative reaction from patients. Support for this view is evident in findings in this 
chapter that showed overall patients were least likely to participate in behaviours they 
viewed very unfavourably – asking staff if they have washed their hands was rated by 
patents most unfavourably out of all behavioursXXXIX. This view is further supported 
by previous research in the patient involvement in safety paradigm51.  
 
From all the behaviours examined in the survey patients self-reported willingness was 
highest for bringing into hospital medications and a list of any allergies. This finding 
comes as no surprise; it is standard practice to ask patients to bring medicines into 
hospital and a mandatory part of practice to ensure patients inform staff of any 
allergies they may have.  
 
The findings of this work replicated those in Chapter 8 in that doctors’ encouragement 
significantly increased patients’ willingness to ask challenging questions. In this 
investigation we have also seen that nurses have a similar impact on facilitating 
                                                 
XXXIX This behaviour was rated unfavourably by those patients in the pre-test stage of this investigation 
(as measured by patients’ perceptions of how ‘difficult’ and ‘hard’ they thought the behaviour would 
be to engage in, how ‘embarrassed’ they would feel participating in the behaviour, and how 
‘confrontational’ they perceived the behaviour to be). 
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 patient involvement in asking staff challenging questions. In addition, in this work the 
impact of doctors or nurses encouragement had an effect on some (but not all) of the 
other behaviours under examination. Interestingly, the effectiveness of this 
encouragement (i.e. to the extent to which it increased patient willingness) was 
mediated by the type of action required by the patient and the professional role of the 
healthcare staff. It seems that encouragement was most effective when patients’ 
baseline willingness to participate in the relevant behaviour was quite low. Indeed this 
would explain why nurses’ encouragement had a significant positive impact on 
patients’ willingness to ask nurses factual and challenging questions but why doctors’ 
encouragement significantly increased patients’ willingness to ask doctors challenging 
questions or to notify doctors of problems or errors in their care (as these were the 
behaviours where patients’ baseline willingness was particularly low). Furthermore, 
this could account for the finding that overall doctors or nurses’ encouragement had 
no effect (i.e. it did not increase) on patients’ willingness to choose a treatment 
provider or bring medications into hospital (behaviours where baseline willingness 
was already high) but why doctors and nurses encouragement considerably improved 
patients’ willingness to report an error to a NRS (where baseline willingness was 
lower).   
 
It addition, what is interesting is that the findings appear to suggest that even though 
there are noticeable disparities between patients willingness to participate in different 
behaviours, overall there are positive associations between behaviours – in other 
words, for example, if patients are willing to ask challenging questions to healthcare 
staff they are also more willing to notify staff of problems/errors, ask factual 
questions, bring medications and a list of drug allergies into hospital, choose a 
treatment provider and report an error to a NRS.  
 
The data unequivocally shows that prior experience of errors can facilitate patients’ 
willingness to participate in safety-related behaviours; a finding which has also been 
reflected in other studies in the patient involvement in safety domain e.g. 121,157. This 
finding was most evident for patients’ willingness to ask nurses and doctors factual 
and challenging questions. In addition, patients with prior experience of errors were 
more willing to report an error to a NRS. This is interesting; out of all of the 
individual safety-related behaviours examined, reporting an error to a NRS produced 
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 the lowest baseline willingness rate. This could suggest that patients’ ability (in terms 
of knowledge and opportunity) could account (in part) for this disparity. The fact that 
patients with experience of errors were more willing to engage in this activity could 
suggest that rather than patients (with no experience) not wanting to participate, it 
may be that as they have never experienced an error they either: 1) do not know about 
incident reporting systems; 2) are unsure of the purpose of these systems, or; 3) have 
never had the opportunity to participate as they have never had an error to report.  
 
A number of other patient characteristic differences were revealed but these were not 
consistent across behaviours or even (at times) in terms of the direction of the 
relationship displayed. For example, while Non-Caucasian patients were less willing 
(than Caucasian patients) to ask nurses factual questions if they were given 
encouragement by a nurse they were more willing to report an error to a NRS if they 
had been given encouragement by a doctor.  The reason for this is unclear although 
cultural beliefs could possibly account for some of the variability in findings.  
 
Perhaps however, the most interesting findings of all were the apparent education-
related and sex-related disparities between findings in Chapter 8 and the findings in 
this chapter. In the previous chapter, data revealed that patients that were men or not 
educated to degree level were less likely to ask healthcare staff questions. However, 
data in this chapter showed that patients without a degree were more willing to ask 
challenging questions and no significant differences between sex and willingness to 
ask questions was observed. In order to address these inconsistencies and to 
investigate whether these were within-group differences (i.e. within speciality) or 
were evident across both cohorts (i.e. medical and surgical patients) in the present 
investigation, separate analyses were performed on the surgical and medical patient 
cohorts. Upon doing this, analogous to the findings in the previous chapter (Chapter 
8), surgical patients who were women were more willing than men to ask doctors and 
nurses challenging questions. Alternatively however, with regards to medical patients 
the opposite effect was displayed; men were more willing than women to ask doctors 
challenging questions. At this stage in the current evidence-base it is unclear whether 
these apparent differences are related to differing perceptions between patient 
specialities, whether an additional (as yet unknown) variable could have confounded 
the results, or whether these were ‘chance’ findings. Possibly prior experience errors 
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 could account for some variations; the ratio of surgical women who had experienced 
an error was greater than the ratio of surgical men, whereas the ratio of medical men 
that had experienced an error was greater than the ratio of medical women.   
 
 
9.6. Priorities for future research  
This investigation has shown that when patients are given the right ‘cues’ they may be 
more willing to participate in safety-related behaviours. For example, if we consider 
how the findings of this research can be applied to the constructs of the PISM that I 
presented in Chapter 6, we can see that the construct of ‘cues to actions’ may play a 
role. In this case, internal cues (measured by prior experience of errors) and external 
cues (measured by doctors and nurses encouragement) have been shown to have an 
effect on patients’ willingness to participate. We have also seen the modifying effects 
that patient socio-demographic characteristics can play. However, given the limited 
empirical base, further replication of these findings is required in order to examine the 
‘effect’ of cues to action and patients’ socio-demographic characteristics on patients’ 
preferences for involvement. In addition, the predictive value of the other constructs 
of the PISM in patient involvement in safety needs to be explored. For example, it is 
likely, that the extent to which patients: 1) think they are at ‘threat’ (i.e. perceived 
susceptibility and severity) to the error the safety-related behaviour is trying to avert; 
2) feel confident in performing the behaviour (i.e. control beliefs), and; 3) believe that 
the response to the behaviour will have the desired outcome – by reducing the 
likelihood of the error (i.e. behavioural beliefs), could play a role.  
 
The issues raised in this chapter will be addressed in the empirical work that follows 
in Chapter 10.   
 
9.7 Chapter overview  
 
In this chapter I presented the findings of a study that is the first of its nature to 
examine the willingness of hospital patients to participate in different safety-related 
behaviours in a UK setting. Factors that could affect patients’ willingness to 
participate have been discussed and ways in which patients’ willingness to participate 
could be improved have been considered. The limitations of the research have been 
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identified and directions for future research put forward. The research suggests that 
doctors and nurses’ encouragement could facilitate patient participation in healthcare 
but that this effect is likely to be most prominent in those behaviours where patients’ 
willingness to participate is particularly low. 
 
  
 
 
 
 
 
CHAPTER 10  
 
The applicability of the ‘Patient Involvement in Safety Model’ in 
predicting patients’ intentions to participate in safety-related 
behaviours   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 195
 
 
 10.1. Introduction  
In this chapter I aim to address Research Question 3 by empirically validating the 
Patient Involvement in Safety Model (PISM); first presented in Chapter 6 of this 
thesis.  
 
In the preceding chapters (in particular Chapter 5) I have drawn attention to the lack 
of theory driven research within the patient involvement in safety paradigm. In 
addition, as discussed in Chapter 6 only 2 studies in my systematic review made 
reference to health behaviour models and theories and how they could be used to help 
explain patients participation (or lack thereof) in safety-related behaviours120,157. 
However, only one of these studies actually empirically validated a health behaviour 
model in the context of patient participation in safety-related behaviours. The study 
examined the utility of the constructs of the Theory of Planned Behaviour (TPB) in 
predicting patient’s engagement in asking staff if they have washed their hands157.  
The results showed that the constructs of the TPB were significant in predicting both 
patients’ intentions to, and actual behaviours in asking staff about their hand hygiene 
practices157. However, despite these promising findings, to date there has been no 
similar work published assessing the value of the TPB or any other health behaviour 
models (e.g. Health Belief Model) in predicting patient involvement in safety.   
 
The work presented in this chapter aims to address the current lack of attention to 
theory-driven research by empirically validating the use of the Patient Involvement in 
Safety Model (PISM). I first presented the PISM in Chapter 6 of this thesis, where I 
provided the rationale for the design and the development of the model itself (refer to 
Chapter 6 for further details). To briefly summarise here, the PISM was developed by 
mapping extant findings from the systematic review onto constructs of influential 
health behaviour models and synthesising the constructs to produce the PISM. The 
model is the first of its kind, theorising what factors (or constructs) may affect 
patients’ intention to participate, or patients’ actual participation in safety-related 
behaviours. However, the practical significance of the PISM in terms of its 
applicability to the patient safety paradigm remains to be elucidated.  In this chapter I 
attempt to address this by presenting the conduct and findings of an investigation 
which tests the application of the PISM on a number of key safety-related behaviours.   
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 10.2. Aims 
The overarching aim of this investigation was: 
 
• to examine the extent to which constructs of the PISM can predict patient 
involvement in safety.  
 
Following on from the review work in Chapters 3-6, I explore this with reference to 4 
different safety-related behaviours that have already been examined and discussed in 
some detail. The behaviours addressed are as follows: 
 
1. Patients asking healthcare professionals if they have washed their hands – in 
order to reduce the likelihood of HAI’s; 
2. Patients notifying healthcare professionals if their hospital identification 
bracelet falls off – in order to reduce their susceptibility to a misidentification 
error; 
3. Patients bringing medications into hospital – in order to lower the chance of a 
medication error or complication; 
4. Patients reporting an error to a NRS in order to contribute to the 
understanding of the epidemiology of medical errors.  
 
 
 
10.3. Method 
10.3.1. Design 
A cross-sectional design was employed using a patient self-report survey.  
 
10.3.2. Participants  
A convenience sampling method was used to recruit medical and surgical patients 
(post-operation) from six wards on an inner city London teaching hospital (see Table 
10.1 for descriptives on patients’ characteristics). In total 86 patients who fulfilled the 
inclusion criterion were approached by the researcher; from this, 80 agreed to 
participate (93% response rate). Patients declined participation for the following 
reasons: the patient was feeling very tired and/or unwell (n=5); the patient was hard of 
hearing and could not understand the researcher’s instructions (n=1). Due to the lack 
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 of published data in this area it was not possible to accurately perform power 
calculations for the sample size of this study213-215. However as a rough estimate using 
Cohen’s power table, in order to detect a large effect (0.8) for this type of study 
(based on regression analyses), at an alpha level of 0.05, a minimum sample size of 50 
participants would be required if 8 independent variables were being examined213. 
With this in mind, given this was an exploratory investigation I feel in the first 
instance, that 80 participants should be sufficient for this investigation. 
 
Table 10.1: Patient characteristics  
 
Socio-demographic variables No of subjects (%) 
 
Sex 
Male 
Female 
 
45 (56) 
35 (44) 
 
Education 
No qualifications  
GSCE’s 
A levels 
Undergraduate degree 
Postgraduate degree  
Vocational 
 
 
4    (5) 
22  (27..5) 
16  (20) 
22  (27..5) 
11   (14) 
5     (6) 
Ethnicity  
Caucasian 
Non-Caucasian   
 
74   (92.5) 
6     (7.5) 
Employment  
Employed 
Unemployed 
Retired 
Student 
Registered disabled 
Voluntary  
 
43   (54) 
12   (15) 
20   (25) 
2     (2.5)  
1     (1) 
2     (2.5) 
Speciality  
Medical  
Surgical  
 
39   (49) 
41   (51) 
Prior experience of medical errors 
Yes 
No 
 
25   (31) 
55   (69) 
Age  18-80 (mean 48.06, SD 15.25) 
Previous number of times in hospital (in last 
5 years) 
1-35 (mean 2.7, SD 4.3)  
 
 
10.3.3. Development and piloting of survey   
A survey was developed and pretested among 20 hospitalised patients in total in order 
to ensure comprehensibility, face validity of the items and appropriateness of the 
length of the survey. For information on patient characteristics of those in the pre-
testing stage refer to Appendix 10.1. 
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 10.3.4. Measures 
A survey was designed to assess patients’ attitudes to participation in the safety-
related behaviours cited in Section 10.2 in relation to the different constructs of the 
PISM. As already discussed in Chapter 6 the PISM was designed by synthesising 
some of the constructs of existing influential health behaviour models, namely; the 
Theory of Planned Behaviour (TPB), Health Belief Model (HBM), and Protection 
Motivation Theory (PMT). 
 
For the purpose of this study the items in the survey that measured the constructs of 
the PISM originally taken from the TPB were devised in accordance with Guidelines 
from the Centre for Health Services Research (University of Newcastle) manual 
entitled ‘Constructing questionnaires based on the TPB’227.   The manual has been 
subjected to a wide range of reviewing and trialling processes and is based on current 
practice among TPB researchers. The manual provides a template of the types of 
questions that should be included in surveys which measure the constructs of the TPB; 
these questions can be reworded and adapted to study any given behaviour. In 
addition to the manual, recommendations derived from influential papers in the TPB 
paradigm were sought and taken into account228-233. 
 
The items that examined the constructs originally taken from the HBM and PMT were 
devised in accordance with recommendations from peer reviewed publications that 
used these models to test various aspects of patient-related behaviours183-186,191-194. 
Unlike the TPB literature, no validated manual exists on how to construct 
questionnaires using these models.   
 
In total the survey comprised 74 items. Given that two of the behaviours assessed in 
the survey were interactional (asking about hand washing and notifying staff if 
hospital identification bracelet falls off) separate items in the survey (where 
applicable) were used to assess patients’ attitudes to involvement in these behaviours 
with either a doctor or a nurse. For this reason, there were more items in the survey 
pertaining to these two areas of involvement than items in the survey that measured 
patients’ attitudes to involvement in the two non-interactional behaviours examined 
in this investigation (bringing medicines into hospital and reporting an error to a 
NRS).  
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Table 10.2 details the number of items in the survey pertaining to each area of 
involvement under investigation in relation to each of the constructs of the PISM.  
 
 
Table 10.2 ‘Breakdown’ of items in survey by area of involvement and construct 
of PISM 
 
 
Construct  
 
Interactional behaviours 
 
Non-interactional behaviours 
 
Total  
1. Asking 
about hand 
washing  
2. Notifying 
hospital 
identification 
bracelet came off 
3. Bringing in 
medicines  
4. Reporting an 
error to a NRS 
Perceived 
susceptibility  
2 2 2 2 8 
Perceived 
severity  
2 2 2 2 8 
Normative beliefs  4 4 2 2 12 
Behavioural 
beliefs - Indirect 
measure of 
attitude   
3 3 2 2 10 
Behavioural 
beliefs - Direct 
measure of 
attitude  
4 4 2 2 12 
Control beliefs  4 4 2 2 12 
Intention  2 2 1 1 6 
Actual behaviour 
control (past 
behaviour) 
2 2 1 1 6 
Total  
 
23 23 14 14 74 
 
Note: There are more items relating to each of the interactional behaviours as separate items were used 
(where applicable) to assess patients’ attitudes to involvement with a doctor or a nurse. 
 
 
10.3.4.1. Description of survey  
An example of the items that was used to measure the constructs of the PISM in 
predicting patient involvement in preventing HAI’s is given here. Given that the other 
areas of involvement contained the same types of items but just adapted to have 
relevance to the behaviour under investigation it is deemed unnecessary and repetitive 
to detail items in all 4 areas of involvement here.  For further information and a copy 
of the survey please refer to Appendix 10.2.  
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 Behavioural beliefs  
Direct and indirect measures of behavioural beliefs were assessed in the survey; each 
of which is explained here respectively. Direct measures assess patients overall 
attitudes towards the behaviour whereas indirect attitudes measure patients specific 
beliefs and outcome evaluations. 
 
Direct measure of attitudesXL  -  
This was measured using 4 items (2 related to patient involvement with doctors and 2 
related to patient involvement with nurses). Two of these items were instrumental in 
nature assessing whether patients thought that the behaviour achieved something 
(‘asking a doctor if they have washed their hands is beneficial’; ‘asking a nurse if 
they have washed their hands is beneficial’). Two of the items were experiential in 
nature and measured how patients would feel when performing the behaviour (‘asking 
a doctor if they have washed their hands is pleasant’; ‘asking a nurse if they have 
washed their hands is pleasant’).  
 
Indirect measure of attitudes –  
This was measured using 3 items; 2 items assessed actual behavioural beliefs (‘asking 
a nurse/doctor if they have washed their hands will reduce the chance of me getting 
an infection’) and 1 item assessed the outcome evaluation of these beliefs (‘reducing 
the chance of me catching an infection is good’).  
 
Control beliefs –  
This was assessed using 4 items; 2 items measured how much perceived control the 
patient has over the behaviour (‘I have a lot of control over whether I ask a 
doctor/nurse if they have washed their hands’), and 2 items assessed patients’ 
confidence or capability in performing the behaviour (‘if I wanted to ask a 
doctor/nurse if they have washed their hands I would’). 
 
 
 
                                                 
XL This part of the construct, in accordance with recommendations is analysed in the present study 
separately to the indirect measure of attitudes. The direct measure assesses patients overall attitudes 
towards the behaviour whereas indirect attitudes measure patients specific beliefs and outcome 
evaluations.  
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 Normative beliefs –  
This was assessed using 4 items. Two items measured the injunctive quality of the 
belief – in other words what patient think that people that are important to them would 
do (‘people who are important to me (e.g. relatives) would approve of me asking a 
doctor/nurse if they have washed their hands’).  
 
Two items assessed descriptive quality – to what extent people who are important to 
the patient would engage in the behaviour themselves (‘people who are important to 
me would ask a doctor/nurse if they have washed their hands if they were a patient’). 
 
Perceived severity – 
This was measured using 2 items (‘I could become very ill if I caught an infection in 
hospital’ ‘catching an infection in hospital could result in serious problems to my 
health’).  
 
Perceived susceptibility – 
This was assessed using 2 items (‘I am worried that I could catch an infection in 
hospital’; ‘the chance of me catching an infection in hospital is unlikely’).  
 
Intention -  
This was measured using 2 items (‘I would ask a doctor/nurse if they have washed 
their hands’).  
 
The response format for all items was on a scale of 1-7 (strongly disagree – strongly 
agree) and was developed in agreement with analogous studies that have utilised 
health behaviour models to explain various aspects of patient involvement189,192,227.   
 
Actual behavioural control -  
This was assessed using 2 items that examined patients past behaviours (‘I have asked 
a doctor/nurse if they have washed their hands’). The response format was on a 
nominal scale where patients answered ‘yes’, ‘no’ or ‘not applicable’ (‘not 
applicable’ was used for when the behaviour had not ever been required, e.g. in the 
past the patient has always seen healthcare staff wash their hands before treating them 
so had no reason to question them on this safety-related practice).   
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It should be acknowledged at this point that the present investigation did not 
specifically assess the cues to action construct of the PISM or the perceived costs and 
benefits of participation construct. During the pre-testing stage it was deemed 
necessary to omit some items from the survey. Patients complained that it was too 
time consuming and therefore suggested that the number of items in the survey should 
be condensed. Given that patients direct attitudes to involvement could be used (in 
part) as a proxy measure of patients perceived costs and benefits of participation, this 
construct was considered the most suitable to omit for direct assessment. In addition, 
it was felt that the cues to action construct were not necessary for study here. This 
construct could be partially assessed by patients prior experience of errors (internal 
cues to action); a factor that was assessed independently in this study (and in Chapter 
9). In addition, patients’ external cues to action have already been partially assessed 
in Chapter 8 and Chapter 9, where the impact of healthcare professionals’ 
encouragement on patients’ preferences for involvement was explored.  Alternative 
external cues to action will be examined in Chapter 11 of this thesis where the 
efficacy of different patient education tools will be evaluated.  
 
10.3.4.2. Patient characteristics questionnaire  
Patients’ demographic data on sex, age, ethnicity, employment and education were 
collected from each participant. Information on prior hospitalisation episodes and 
personal experience (if any) of medical errors was also gathered (see Table 10.1). 
 
10.3.5. Procedure 
Patients were approached on the hospital wards, the nature of the study was explained 
and they were asked if they would be happy to participate. Patients were told that the 
purpose of the survey was to assess their knowledge and beliefs on participation in 
different safety-related behaviours. The surveys were self-administered and collected 
at a mutually convenient timeXLI. 
 
                                                 
XLI During the pretesting stage it was revealed there were no significant differences between those 
patients that were given the survey to complete on their own (i.e. self-administered) and those patients 
that the researcher went through the questions in the survey with the patient (i.e. researcher-
administered) – for this reason the survey was self-administered so patients could complete at a time 
that was most convenient for them.  
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 10.3.6. Data analysis 
Data were analysed using SPSS for Windows Version 16.  In accordance with 
relevant literature (relating to the HBM, TPB and PMT) composite scores were 
calculated for items relating to the following constructs of the PISM: direct measure 
of behavioural beliefs; control beliefs; normative beliefs; perceived severity, and; 
perceived susceptibility. However, in align with recommendations, where there was 
not high internal consistency between items in the aforementioned constructs 
(Cronbach’s alpha < 0.7)225,226, separate items as opposed to composite scores were 
used in the analyses. PCA was not used to create the subscales because in the present 
study’s case I already knew the subscales I was going to create and in addition there 
were too few items in each of the sub-scales for PCA to be performed. Scale-
reliability analysis (using Cronbach’s alpha) was therefore adequate enough to detect 
that items in each of the subscales were sufficiently correlated with one another (i.e. 
they were measuring the same construct). Where applicable items were reverse-scored 
to ensure that all items pertaining to each construct were scored in the same direction 
(i.e. composite scores did not contain items that were both positively and negatively 
scored).  
 
In accordance with advice from the TPM literature the indirect measure of the 
behavioural beliefs construct of the PISM was calculated by multiplying the item 
related to the behavioural belief by the item pertaining to the outcome evaluation of 
the belief227. As a result of multiplication, this scale was on a range of 1-49 (as 
opposed to the scales measuring the other constructs which were all on a range of 1-
7).   
 
For the constructs that assessed intentions’ to participate and actual behavioural 
control’ no further calculation for patients’ scores for each construct was required.   
 
The data were analysed using multiple regression analyses. Separate regression 
models were used for the studies that examined interactional behaviours with either a 
doctor or nurse (asking staff about hand washing and notifying staff if identification 
bracelet falls off) in order to: 1) examine the significance of the model in terms of 
patients’ attitudes and intentions to interact with a doctor, and; 2) examine the 
significance of the model in terms of patients’ attitudes and intentions to interact with 
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 a nurse. Patients’ ‘intention’ to participate was the dependent variable used in the 
regression models.  
 
10.4 Results  
In this results section I will first present the results of the investigation in relation to 
each of the areas of patient involvement under investigation. Second, I will aggregate 
the results (from all the areas of involvement) to draw collective conclusions 
regarding the relevance of the PISM in predicting patient involvement in safety.  
 
10.4.1. Results of the survey pertaining to patients’ intentions to help prevent 
HAI’s  
 
Table 10.3 displays the descriptive statistics for patients’ responses to each of the 
items in the survey in relation to patients’ intentions to help prevent HAI’s. The 
construct of the PISM that each item relates to is provided in the middle column of 
Table 10.3.   
 
Table 10.3 Descriptive statistics for constructs of the PISM in relation to HAI’s  
 
Survey item  Construct of the PISM  
 
Mean (SD)  
Asking a doctor if they have washed their hands is beneficial  Behavioural belief – direct measure of 
attitude  
5.68(1.70) 
Asking a nurse if they have washed their hands is beneficial Behavioural belief – direct measure of 
attitude 
5.84(1.53) 
Asking a doctor if they have washed their hands is pleasant  Behavioural belief – direct measure of 
attitude 
2.94(2.26) 
Asking a nurse if they have washed their hands is pleasant Behavioural belief – direct measure of 
attitude 
3.13(2.18) 
Asking a doctor if they have washed their hands will reduce the 
chance of me getting an infection in hospital  
Behavioural belief – indirect measure of 
attitude 
5.65(1.81) 
Asking a nurse if they have washed their hands will reduce the 
chance of me getting an infection in hospital 
Behavioural belief – indirect measure of 
attitude
5.66(1.86) 
Reducing the chance of me getting an infection in hospital is  
Good 
Behavioural belief – indirect measure of 
attitude
6.75(0.92) 
Catching an infection in hospital would result in serious 
problems to my health  
Perceived severity  6.47(1.21) 
I would become very ill if I caught an infection in hospital  Perceived severity  6.20(1.32) 
The chances of me catching an infection whilst in hospital are 
unlikely  
Perceived susceptibility  3.81(2.15) 
I am worried that I could catch an infection whilst in hospital Perceived susceptibility  4.71(2.09) 
People who are important to me (e.g. relatives) would approve 
of me asking a doctor if they had washed their hands before 
they treat me  
Normative belief     5.25(1.80) 
 
People who are important to me would approve of me asking a 
nurse if they had washed their hands before they treat me 
 
Normative belief     
 
5.19(1.84) 
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People who are important to me, if they were a patient in 
hospital, would ask a doctor if they had washed their hands  
 
Normative belief     
 
4.51(1.90) 
People who are important to me, if they were a patient in 
hospital, would ask a nurse if they had washed their hands  
Normative belief    4.53(1.88) 
I have a lot of control over whether I ask a doctor if they have 
washed their hands  
Control belief   5.43(1.94) 
I have a lot of control over whether I ask a nurse if they have  
washed their hands 
Control belief  5.46(1.94) 
If I wanted to ask a doctor if they had washed their hands before 
they treat me I would  
Control belief  5.55(1.93) 
If I wanted to ask a nurse if they had washed their hands before 
they treat me I would 
Control belief  5.70(1.89) 
During my hospital stay I would ask a doctor if they have 
washed their hands  
Intention  3.83(2.24) 
During my hospital stay I would ask a nurse if they have 
washed their hands 
Intention  3.89(2.20) 
 
 
 
Table 10.4 (overleaf) displays further descriptive information. Mean composite scores 
and alpha levels are provided for the constructs of the PISM (where applicable – see 
Section 10.3.6) that have a high level of internal consistencyXLII. 
 
For constructs of the PISM where alpha levels of < 0.7 were yielded, the mean value 
is not provided and instead items are treated separately in the analyses. For the 
purpose of this section and to avoid confusion I will refer to the constructs in Table 
10.4 (and those in the tables hereafter) as ‘grouped’ (where alpha levels were high 
enough between items thus mean scores were calculated) or ‘separate’ (where alpha 
levels were not high enough so each item relating to the constructs was treated 
individually).  Given that this safety-related behaviour is interactional in nature 
separate descriptives are provided where applicable for patients’ responses to asking 
about hand washing when interacting with either a doctor or nurse. You can see from 
looking at Table 10.4 that only those items relating to the direct measure of the 
behavioural belief construct (in relation to interacting with both a doctor and nurse) 
and the perceived susceptibility construct did not yield a high enough level of internal 
consistency to be grouped together.   
 
 
 
 
 
 
 
 
                                                 
XLII Where the alpha level is ≥ 0.7 when rounded off. 
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 Table 10.4 Results of the reliability analyses and related calculations  
 
 
 
 
Construct  
Alpha – if 
applicable  
Mean (if alpha > 0.7) Use composite score 
(grouped) or use 
items  individually 
(separate)  
Behaviour belief -direct attitude 
(Doctor)   
.52  Separate  
Behavioural belief -direct attitude  
(Nurse) 
.42  Separate  
Behavioural belief – indirect  
attitude (Doctor) 
NA – 
multiplication 
only required 
39.55(12.66) Grouped 
Behavioural belief– indirect  
attitude (Nurse) 
NA – 
multiplication 
only required 
38.44(13.42). Grouped 
Perceived severity  
 
.94 6.34(1.23) Grouped 
Perceived susceptibility  
 
.07  Separate  
Normative belief (Doctor)  .74 4.88(1.65) Grouped  
Normative belief (Nurse) .74 4.86(1.65) Grouped  
Control belief (Doctor)  
 
.70 5.49(1.70) Grouped  
Control belief (Nurse) 
 
.69 5.58(1.67) Grouped 
Intention (Doctor) NA- only 1 
item  
3.83(2.24) NA- only 1 item  
Intention (Nurse)  NA- only 1 
item 
3.89(2.20)  
 
NA- only 1 item 
Note: 
NA= not applicable  
Actual behavioural control is not included in Table 10.4 as it was assessed on a nominal scale to 
measure past behaviour 
 
 
10.4.1.1. Results of the survey pertaining to patients’ intentions to help prevent 
HAI’s when interacting with a doctor 
 
Regression analyses using the ‘forced simultaneous’ method revealed that a 
significant model emerged (F 17,62 = 5.39, p < 0.001) from the variables (i.e. constructs 
of the PISM and patient characteristics) and patients’ intentions to question a doctor if 
they have washed their hands. The model accounted for 49% of the variance in 
patients’ intentions to participate in this safety-related behaviour. The Beta value, t 
valueXLIII and level of significance for each of these variables are provided in Table 
10.5. You can see from Table 10.5 that the predictor variables that had most effect on 
                                                 
XLIII The t value and p value gives a rough indication of the impact of each predictor variable – a big 
absolute t value and a small p value suggests that a predictor variable is having a large impact on the 
criterion variable.  
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 predicting patients’ intentions to ask doctors if they had washed their hands were 
control beliefs, normative beliefs and perceived severity to HAI’s.  
 
Table 10.5: Results of the regression analyses for patients’ intentions to question 
doctors on whether they have washed their hands  
 
 Beta  (2dp) 
 
t p  (2dp) 
Patient characteristics   
Education (degree vs. no degree) -.18 -1.90 .05 
Sex  .01 0.17 .94 
Age .06 .60 .55 
Employment  -.14 -1.40 .17 
Ethnicity (Caucasian vs. non-Caucasian) -.01 -.10 .92 
Experience of errors  -.18 -1.57 .12 
Number of times in hospital  -.19 -1.88 .07 
Speciality  .12 1.28 .21 
 
Constructs  
1. Grouped 
Control belief  .22 2.24 .03 
Normative belief   .35 3.06 .01 
Perceived severity  -.27 -2.50 .02 
Behavioural belief –indirect measure  .19 1.44 .15 
 
2. Separate 
Susceptibility construct–it is unlikely I would 
catch a HAI 
-.33 -3.62 .01 
Susceptibility construct– I am worried about 
acquiring a HAI  
.03 .28 .78 
Actual behavioural control   -.11 -1.27 .21 
Behaviour belief - direct attitude– it is pleasant 
asking a doctor  if they have washed their hands 
.09 .88 .38 
Behaviour belief - direct attitude – it is 
beneficial asking a doctor if they have washed 
their hands  
-.17 1.33 1.19 
 
 
10.4.1.2. Results of the survey pertaining to patients’ intentions to help prevent 
HAI’s when interacting with a nurse  
 
Regression analyses using the ‘forced simultaneous’ method revealed that a 
significant model emerged (F 17,62 = 4.52, p < 0.001) between the variables and 
patients’ intentions to question a nurse if they have washed their hands. The model 
accounted for 43% of the variance in patients’ intentions to ask. The Beta value, t 
value and level of significance for each of these variables are provided in Table 10.6. 
You can see from Table 10.6 that the predictor variables that had most effect on 
predicting patients’ intentions to ask nurses if they had washed their hands were 
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 normative beliefs and the item related to the perceived susceptibility construct: ‘it is 
unlikely I would catch a HAI’.  
 
 
Table 10.6: Results of the regression analyses for patients’ intentions to question 
nurses on whether they have washed their hands  
 
 Beta (2dp) 
 
T p (2dp) 
Patient characteristics   
Education  -.16 -1.64 .11 
Sex  .05 .50 .62 
Age .12 1.15 .26 
Employment  1.14 -1.33 .19 
Ethnicity  -.06 -.60 .55 
Experience of errors  -.19 -1.56 .13 
Number of times in hospital  -.18 -1.62 .11 
Speciality  .08 .84 .41 
 
Constructs  
 
1.Grouped  
Control belief  .17 1.67 .10 
Normative belief   .29 2.39 .02 
Perceived severity  -.20 -1.92 .06 
Behavioural belief – indirect 
measure 
.27 1.97 .05 
 
2. Separate 
Susceptibility construct – it is 
unlikely I would catch a HAI  
-.28 -2.80 .01 
Susceptibility construct– I am 
worried about acquiring a HAI   
.041 .38 .70 
Actual behavioural control   -.07 -.62 .54 
Direct attitude construct – it is 
pleasant asking a nurse if they 
have washed their hands  
.16 1.47 .15 
Direct attitude construct– it is 
beneficial asking a nurse if they 
have washed their hands  
.07 .59 .56 
 
 
 
10.4.2. Results of the survey pertaining to patients’ intentions to help prevent 
misidentification errors  
 
Table 10.7 (overleaf) displays the descriptive statistics for patients’ scores for each of 
the items in the survey in relation to preventing misidentification errors.  In the same 
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 way as before (in Table 10.3) the construct that each item of the PISM pertains to is 
provided in the middle column of Table 10.7.  
 
 
Table 10.7 Descriptive statistics for constructs of the PISM in relation to 
misidentification errors   
 
Survey item  Construct of the PISM  
 
Mean (SD)  
Notifying a doctor if my hospital bracelet came off is beneficial  Behavioural belief – direct 
measure of attitude  
6.31(1.14) 
Notifying a nurse if my hospital bracelet came off is beneficial Behavioural belief – direct 
measure of attitude  
6.48(0.97) 
Notifying a doctor if my hospital bracelet came off is pleasant  Behavioural belief – direct 
measure of attitude  
3.90(2.04) 
Notifying a nurse if my hospital bracelet came off is pleasant  Behavioural belief – direct 
measure of attitude  
3.91(2.08) 
Notifying a doctor if my hospital bracelet came off would reduce the 
chance of me being mistaken for another patient  
Behavioural belief – indirect 
measure of attitude 
6.65(0.90) 
Notifying a nurse if my hospital bracelet came off would reduce the 
chance of me being mistaken for another patient 
Behavioural belief – indirect 
measure of attitude 
6.67(0.87) 
Reducing the chance of me being mistaken for another patient is good  Behavioural belief – indirect 
measure of attitude 
6.58(1.36) 
If I was mistaken for another patient whilst in hospital this could result in 
serious problems to my health  
Perceived severity  6.58(1.22) 
I could become very ill if I was mistaken for another patient whilst in 
hospital  
Perceived severity  6.55(0.87) 
The chances of being mistaken for another patient in hospital are 
unlikely  
Perceived susceptibility  4.06(2.22) 
I am worried that I could be mistaken for another patient whilst in 
hospital 
Perceived susceptibility  2.93(2.16) 
People who are important to me would approve of me notifying a doctor 
if my hospital bracelet came off  
Normative belief     6.21(1.30) 
People who are important to me would approve of me notifying a nurse 
if my hospital bracelet came off 
Normative belief     6.25(1.23) 
People who are important to me, would, if they were a patient in hospital  
notify a doctor if their hospital bracelet came off  
Normative belief     6.01(1.35) 
People who are important to me, would, if they were a patient in hospital  
notify a nurse if their hospital bracelet came off 
Normative belief     6.11(1.26) 
I have a lot of control over whether I notify a doctor if my hospital 
bracelet comes off 
Control belief   6.36(1.12) 
I have a lot of control over whether I notify a nurse if my hospital 
bracelet comes off 
Control belief   6.50(1.04) 
If I wanted to notify a doctor if my hospital bracelet came off I would  Control belief   6.70(0.88) 
If I wanted to notify a nurse if my hospital bracelet came off I would Control belief   6.74(0.84) 
I would notify a doctor if my hospital bracelet came off  Intention  6.60(0.92) 
I would notify a nurse if my hospital bracelet came off Intention  6.75(0.79) 
 
 
Table 10.8 displays further descriptive and statistical information. In the same way as 
before (in Table 10.4) mean composite scores and alpha levels are provided for the 
constructs of the PISM (where applicable) that have a high level of internal 
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 consistency (where the alpha level is ≥ 0.7 when rounded off) – these scores are 
referred to in Table 10.8 as ‘grouped’. For constructs of the PISM where alpha level 
of less than 0.7 were yielded, the mean value is not provided and instead items are 
treated separately in the analyses and referred to in Table 10.8 as ‘separate’. Again, 
given that this safety-related behaviour is interactional in nature separate descriptives 
are provided, where applicable, for patients’ responses to notifying doctors or nurses 
that their hospital identification bracelet has fallen off. You can see from looking at 
Table 10.8 that only those items relating to the direct measure of the behavioural 
belief construct (in relation to interacting with both a doctor and nurse) did not yield a 
high enough level of internal consistency to be grouped together.   
 
 
Table 10.8 Results of the reliability analyses and related calculations  
 
 Alpha – if 
applicable  
Mean (if alpha high 
enough) 
‘Grouped’ or 
‘separate’  
Behaviour belief -direct attitude 
(Doctor)    
.30  Separate  
Behaviour belief -direct attitude 
(Nurse) 
.18  Separate  
Behavioural beliefs –indirect  
attitude (Doctor) 
NA – 
multiplication 
only required 
44.36(10.86) Grouped 
Behavioural beliefs – indirect  
attitude (Nurse) 
NA – 
multiplication 
only required 
44.36(10.63) Grouped 
Perceived severity  
 
.76 6.56(.90) Grouped 
Perceived susceptibility  
 
.65 4.57(1.88) Grouped  
Normative belief (Doctor) .91 6.11(1.27) Grouped 
Normative belief (Nurse) .92 6.18(1.20 Grouped  
Control belief (Nurse) 
 
.69 6.62(.83) Grouped  
Control belief  (Doctor) 
 
.65 6.53(.86) Grouped  
Intention (Doctor) NA- only 1 
item  
6.60(.92) NA- only 1 item  
Intention (Nurse)  NA- only 1 
item 
6.75(.79 ) NA- only 1 item 
Note: 
NA – not applicable  
Actual behavioural control is not included in Table 10.8 as it was assessed on a nominal scale to 
measure past behaviour 
 
 
 
 
 211
 
 
 10.4.2.1 Results of the survey pertaining to patients’ intentions to help prevent 
misidentification errors when interacting with a doctor  
 
Regression analyses using the ‘forced simultaneous’ method revealed that a 
significant model emerged (F 16,63 = 7.37, p < 0.001) between the variables and 
patients’ intentions to notify a doctor if their hospital identification bracelet falls off. 
The model accounted for 56% of the variance in patients’ intentions to notify a doctor 
of this problem. The Beta value, t value and level of significance for each of these 
variables are provided in Table 10.9. You can see from Table 10.9 that the predictor 
variables that had most effect on predicting patients’ intentions to notify doctors if 
their identification bracelet fell off were control beliefs and number of times in 
hospital.  
 
Table 10.9. Results of regression analysis in relation to patients’ notifying 
doctors if their identification bracelet falls off  
 
 Beta (2dp) 
 
T p (2dp) 
Patient characteristics   
 
Education  -0.2 -.24 .81 
Sex  -.13 -1.50 .14 
Age -.16 -1.75 .08 
Employment  .04 .42 .68 
Ethnicity  .02 .20 .84 
Experience of errors  .05 .46 .65 
Number of times in hospital  .31 3.19 .01 
Speciality  -.04 -.51 .61 
Constructs  
 
1.Grouped  
 
Control belief  .78 7.65 .01 
Normative belief .17 1.47 .15 
Perceived severity  -.02 -.21 .83 
Perceived susceptibility   -.04 -.39 .70 
Behavioural belief –indirect 
attitude 
-.14 -1.33 .19 
 
2. Separate 
Actual behavioural control   -.09 -1.10 .32 
Behavioural belief - direct attitude 
– it is pleasant notifying a doctor  
if my bracelet falls off 
-.03 -.32 .75 
Behavioural belief -direct attitude  
– it is beneficial notifying a doctor  
if my bracelet falls off  
.19 1.91 .06 
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 10.4.2.2. Results of the survey pertaining to patients’ intentions to help prevent 
misidentification errors when interacting with a nurse 
 
Regression analyses using the ‘forced simultaneous’ method revealed that a 
significant model emerged (F 16,63 = 12.15, p < 0.001) between the variables and 
patients’ intentions to notify a nurse if their hospital identification bracelet falls off. 
The model accounted for 69% of the variance in patients’ intentions. The Beta value, t 
value and level of significance for each of these variables are provided in Table 10.10. 
You can see from Table 10.10 that as before (in Table 10.9) the predictor variables 
that had most effect on predicting patients’ intentions to notify nurses if their 
identification bracelet fell off were control beliefs and number of times in hospital.  
 
Table 10.10. Results of regression analysis in relation to patients’ notifying 
nurses if their identification bracelet falls off  
 
 Beta (2dp) t 
 
p (2dp) 
Patient characteristics   
 
Education  -.03 -.37 .72 
Sex  -.12 -1.73 .09 
Age -.13 -1.76 .08 
Employment  .11 1.54 .13 
Ethnicity  .04 .55 .59 
Experience of errors  -.11 -1.23 .23 
Number of times in hospital  .44 5.24 .01 
Speciality  -.02 -.21 .83 
Constructs 
 
1. Grouped 
 
Control belief .86 10.76 .01 
Normative belief   .17 1.74 .09 
Perceived severity  -.10 -1.07 .29 
Perceived susceptibility  .09 .99 .33 
Behavioural belief –indirect 
attitude 
-.04 -.50 .62 
 
2. Separate  
Actual behavioural control  .10 1.24 .22 
Behavioural belief -direct attitude 
– it is pleasant notifying a nurse  
if my bracelet falls off 
.05 .66 .51 
Behavioural belief - direct attitude  
– it is beneficial notifying a nurse  
if my bracelet falls off  
.02 .33 .74 
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 10.4.3. Results of the survey pertaining to patients’ intentions to bring medicines 
into hospital    
 
Table 10.11 displays the descriptive information for patients’ responses to each of the 
items relating to the constructs of the PISM in relation to bringing medicines into 
hospital. The construct of the PISM that each item is measuring is provided in the 
middle column of Table 10.11.  
 
 
Table 10.11 Descriptive statistics pertaining to patients’ intentions to bring 
medicines into hospital   in relation to constructs of the PISM  
 
Survey item  Construct of the PISM Mean (SD)  
Bringing the medicines into hospital that I am currently 
taking is beneficial  
Behavioural beliefs – direct measure 
of attitude   
6.60(.76) 
Bringing the medicines into hospital that I am currently 
taking is pleasant  
Behavioural beliefs – direct measure 
of attitude   
4.91(1.99) 
Bringing the medicines into hospital that I am currently 
taking could reduce the chance of a medication error 
Behavioural belief – indirect measure  
of attitude  
6.39(1.11) 
Reducing the chance of a medication error is good  Behavioural belief – indirect measure  
of attitude 
6.83(.82) 
If I experienced a medication error while in hospital this 
would result in serious problems to my health  
Perceived severity  6.13(1.29) 
I could become very ill if I experienced a medication 
error whilst in hospital  
Perceived severity  6.25(1.33) 
The chance of a medication error occurring in my care is 
unlikely  
Perceived susceptibility  3.69(1.97) 
I am worried that a medication error could occur in my 
care whilst in hospital 
Perceived susceptibility  3.43(2.21) 
People who are important to me would approve of me 
bringing my medicines into hospital  
Normative beliefs  6.16(1.15) 
People who are important to me, if they were a patient in 
hospital, would bring their medicines into hospital  
Normative beliefs 6.11(1.17) 
I have a lot of control over whether I bring into hospital  
my medicines 
Control beliefs   6.63(1.10) 
If I wanted to bring into hospital my medicines into 
hospital I would  
Control beliefs    6.65(1.09) 
I would bring into hospital my medicines I am currently 
taking 
Intention 6.24(1.21)  
 
 
 
Table 10.12 overleaf displays patients mean scores for the ‘grouped’ and ‘separate’ 
constructs in the survey in relation to patients’ intentions to bring medicines into 
hospital.  Unlike the first two areas of involvement, this safety-related behaviour is 
non-interactional in nature thus separate descriptives were not needed to assess 
patients’ responses to engaging in this behaviour with either a doctor or nurse. You 
can see from looking at Table 10.12 that items pertaining to 3 of the constructs of the 
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 PISM (direct measure of behavioural beliefs, perceived susceptibility and control 
beliefs) did not yield a high enough level of internal consistency to be grouped 
together.   
 
 
Table 10.12 Results of reliability analyses and related calculations  
 
 Alpha – if 
applicable  
Mean (if alpha high 
enough) 
‘Group’ or ‘separate’  
Behavioural beliefs - Direct  
attitude  
 
.24  Separate  
Behavioural beliefs – indirect 
attitude  
NA* 
multiplication 
only required 
43.75(9.27) Grouped 
Perceived severity  
 
.85 6.19(1.22) Grouped  
Perceived susceptibility  
 
.009  Separate  
Normative beliefs 
 
.84 6.14(1.10) Grouped  
Control beliefs  
 
.313  Separate  
Intention NA - only 1 
item    
6.24(1.21).  
 
NA- only 1 item  
Note: 
NA = Not applicable  
Actual behavioural control is not included in Table 10.12 as it was assessed on a nominal scale to 
measure past behaviour 
 
 
 
Regression analyses using the ‘forced simultaneous’ method revealed that a 
significant model emerged (F 18,61 = 3.29, p < 0.001) between the variables and 
patients’ intentions to bring medicines into hospital. The model accounted for 34% of 
the variance in patients’ intentions to engage in this activity. The Beta value, t value 
and level of significance for each of these variables are provided in Table 10.13. You 
can see from looking at Table 10.13 that the predictor variables that had most effect 
on predicting patients’ intentions to bring medicines into hospital were the item 
related to the direct measure of behavioural beliefs construct: ‘it is pleasant bringing 
my medicines in hospital’ and the item pertaining to the control belief construct: ‘I am 
in control of whether I bring my medicines into hospital’. 
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 Table 10.13. Results of regression analyses in relation to patients’ intention to 
bring medicines into hospital  
 Beta (2dp) 
 
t p (2dp) 
Patient characteristics   
 
Education  .13 1.17 .25 
Sex  .52 .48 .63 
Age .01 .09 .93 
Employment  .05 .45 .66 
Ethnicity  .09 .91 .37 
Experience of errors  -.08 -.64 .52 
Number of times in hospital  .08 .69 .49 
Speciality  -.06 -.55 .58 
 
Constructs  
 
1. Grouped  
Normative belief .16 1.32 .19 
Perceived severity  -.17 -1.47 .15 
Behavioural belief –indirect attitude -.08 -5.87 .56 
 
2. Separate 
Actual behaviour control   .08 .77 .45 
Perceived susceptibility construct– 
medication errors are unlikely    
-.143 -1.19 .24 
Perceived susceptibility construct– I 
am worried about medication errors  
.03 .24 .81 
Control beliefs construct– I feel 
confident I can bring my medicines 
into hospital  
.01 .10 .92 
Control beliefs construct – I am in 
control of whether I bring my 
medicines in hospital  
.43 3.38 .01 
Behavioural beliefs - direct attitude 
– it is pleasant bringing my 
medicines in hospital   
.32 2.44 .02 
Behavioural beliefs -direct attitude – 
it is beneficial bringing my 
medicines in hospital   
-.05 -.46 .65 
 
 
 
10.4.4. Results of survey in relation to patients’ intentions to report an error to a 
NRS  
 
Table 10.14 displays the descriptive statistics for patients’ responses to the items in 
the survey in relation to reporting an error to a NRS.  The construct of the PISM that 
each item originally pertains to is provided in the middle column of Table 10.14. 
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 Table 10.14. Descriptive statistics of items in survey in relation to reporting an 
error to a NRS 
 
Survey item  Construct of the PISM  Mean (SD)  
Reporting medical errors to a national reporting system is 
beneficial 
Behavioural beliefs – direct  
Measure of attitude   
6.61(0.99) 
Reporting medical errors to a national reporting system is 
pleasant  
Behavioural beliefs – direct  
measure of attitude   
2.81(2.12) 
Reporting medical errors to a national reporting system 
could help organizations to learn how the safety of 
healthcare can be improved and medical errors reduced.  
Behavioural belief – indirect 
measure of attitude  
6.81(0.58) 
Helping to prevent medical errors is good  Behavioural belief – indirect 
measure of attitude 
6.89(0.48) 
If I experienced a medical error in hospital this could 
result in serious problems to my health  
Perceived severity  6.45(1.05) 
I could become very ill if I experienced a medical error 
whilst in hospital  
Perceived severity  6.44(1.09) 
I am worried that I am at risk of experiencing a medical 
error whilst in hospital 
Perceived susceptibility  4.28(2.19) 
The chances of a medical error occurring in my care are 
unlikely  
Perceived susceptibility  3.90(2.05) 
If I noticed that an error had occurred in my care people 
who are important to me would approve of me reporting 
the error to a national reporting system   
Normative beliefs  6.46(1.11) 
People who are important to me, if they were a patient in 
hospital and noticed that an error had occurred in their 
care people would report the error to a national reporting 
system   
Normative beliefs 6.33(1.03) 
I have a lot of control over whether I report a medical 
error to a national reporting system   
Control beliefs   6.08(1.58) 
If I wanted to report a medical error to a national 
reporting system I would  
Control beliefs    6.49(0.91) 
If I noticed an error had occurred in my care I would 
report this to a national reporting system 
Intention 6.45(1.01) 
 
 
 
Table 10.15 displays patients mean ‘grouped’ and ‘separate’ scores for the constructs 
of the PISM that pertain to patients’ attitudes towards reporting an error to a NRS: 
Alpha levels (where applicable) are also provided.  You can see from looking at Table 
10.15 that items pertaining to 3 of the constructs of the PISM (direct measure of 
behavioural beliefs, normative beliefs and control beliefs) did not yield a high enough 
level of internal consistency to be grouped together.   
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Table 10.15. Results of reliability analyses and related calculations 
 
 
Construct  
Alpha – if 
applicable  
Mean (if alpha high 
enough) 
‘Group’ or ‘separate’  
Behavioural beliefs -direct  
attitude   
.55  Separate  
Behavioural beliefs –indirect  
Attitude 
NA – 
multiplication 
only required 
47.11 (5.98 ) Grouped 
Perceived severity  
 
.88  Grouped  
Perceived susceptibility  
 
.69 3.81(1.85) Grouped 
Normative beliefs  
 
.55  Separate  
Control beliefs  
 
.64  Separate  
Intention NA- only 1 
item  
6.45 (1.01) NA- only 1 item  
Note: 
NA – not applicable  
Actual behavioural control is not included in Table 10.15 as it was assessed on a nominal scale to 
measure past behaviour 
 
 
 
 
 
Regression analyses using the ‘forced simultaneous’ method revealed that a 
significant model emerged (F 18,61 = 15.68, p < 0.001) between the variables and 
patients’ intentions to report an error to a NRS. The model accounted for 77% of the 
variance in patients’ intentions to report an error. The Beta value, t value and level of 
significance for each of these variables are provided in Table 10.16. You can see from 
looking at Table 10.16 that the predictor variables that had most effect on predicting 
patients’ intentions to report an error to a NRS were ethnicity, education, and the item 
related to the normative belief construct: ‘important others would report an error to a 
NRS’ and the item related to the control beliefs construct: ‘I am confident I could 
report an error to a NRS’.  
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 Table 10.16. Results of regression analyses in relation to reporting an error to a 
NRS  
 
 Beta (2dp) t p (2dp) 
 
Patient characteristics   
Education  -.16 -2.69 .01 
Sex  0.30 .44 .67 
Age .05 .76 .45 
Employment  .04 .65 .52 
Ethnicity  .16 2.61 .01 
Experience of errors  -.12 -1.47 .15 
Number of times in hospital  -.07 -1.03 .31 
Speciality  .04 .71 .48 
 
Constructs  
 
1. Grouped 
Perceived severity   .03 .39 .70 
Perceived susceptibility   .05 .68 .50 
Behavioural belief –indirect attitude .04 .66 .51 
 
2. Separate 
Actual behaviour control  -.03 -.46 .65 
Normative belief construct – 
important others would approve of 
me reporting   
.07 1.05 .30 
Normative belief construct- 
important others would report 
themselves  
.02 2.89 .01 
Control belief construct- I am 
confident I could report   
.73 9.19 .01 
Control belief construct – I am in 
control of reporting  
-.07 -1.01 .32 
Behavioural belief -direct attitude 
construct – it is pleasant to report  
-.05 -.73 .47 
Behavioural belief -direct attitude 
construct– it is beneficial to report   
.08 1.09 .28 
 
 
10.4.5. Synthesis of results from all the areas of patient involvement examined in 
the survey  
 
This section synthesises all the research findings from each of the areas of patient 
involvement to delineate the variables that have been shown to have the most 
influential affect on predicting patient involvement in the behaviours addressed in this 
investigation. Table 10.17 provides a matrix assessment denoting where significant 
differences across the areas of involvement are found. The data for the areas of 
involvement that comprise interactional behaviours are presented in 4 columns (2 
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columns each), representing the results for patients’ attitudes to involvement when 
interacting with either a doctor or a nurse. Conversely only 2 columns are needed to 
present the data for the areas of involvement that comprise non-interactional 
behaviours (1 column for each behaviour).  
 
The ticks in Table 10.17 symbolise where significant differences were found.  Where 
applicable, the significance of the constructs (e.g. normative beliefs, control beliefs) 
are denoted for both when the construct is treated as ‘grouped’ (i.e. Cronbach’s alpha 
≥ 0.7 when rounded off) and ‘separate’ (i.e. Cronbach’s alpha < 0.7).  
 
You can see from Table 10.17 that the predictor variables that had most of an effect 
across behaviours in predicting patients’ intentions to participate were control beliefs 
and normative beliefs.  
 Table 10.17: Matrix assessment of significant findings across the 4 areas of involvement  
Area of involvement  1a: Ask 
doctor HW 
1b: Ask 
nurse HW 
2a: Notify 
doctor ID   
2b: Notify 
nurse ID  
3: Bring in 
medicines  
4: Report 
error to NRS 
Patient characteristics        
Education  3     3 
Sex       
Age       
Employment       
Ethnicity       3 
Experience of errors        
Number of times in hospital    3 3   
Speciality        
 
Constructs  
      
1.Normative beliefs (grouped) 3 3     
    Normative item (separate) – important people would approve of me participating   3 3     
    Normative item (separate) – important people would participate if they were a patient   3 3    3 
 
2.Control beliefs (grouped) 
 
3 
  
3 
 
3 
  
    Control beliefs  (separate) – I am in control of whether I can participate  3  3 3 3  
    Control beliefs (separate) – I am confident and feel capable I can participate   3  3 3  3 
 
3.Perceived severity  (grouped)  
 
3 
     
 
4.Perceived susceptibility  (grouped) items) 
      
    Perceived susceptibility item (separate) - I am worried about…       
    Perceived susceptibility item (separate)– it is unlikely  that… 3 3     
 
5a.Behavioural beliefs (grouped) –indirect attitude
  
3 
    
5b.Behavioural beliefs (grouped) direct attitude       
    Direct attitude item (separate)– it is pleasant participating       3  
    Direct attitude item (separate) – it is beneficial participating        
6. Actual behaviour control       
Note: ‘Empty’ cells indicate that no significant differences were found   
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 10.5. Discussion  
This investigation is the first of its kind to test the application of a theory driven 
model (the PISM) in predicting patients’ intentions to participate in 4 key safety-
related behaviours: 1) asking staff if they have washed their hands; 2) notifying staff 
if their hospital identification bracelet falls off; 3) bringing medicines into hospital; 
and; 4) reporting an error to a NRS. The investigation suggests that the PISM could be 
a very promising explanatory model for patients’ uptake (or lack thereof) of safety-
related behaviours. Here I consider the key findings in more detail.  
 
Overall the constructs of the PISM and modifying factors of the model (i.e. patient 
characteristics) accounted for a very large variance in patients’ intentions to 
participate in safety-related behaviours. However, the variance was not distributed 
equally amongst behaviours. The percentage of variance that the model (i.e. the 
variables) accounted for ranged from 43%-77% with the predictive value of the model 
being lowest for patients’ intentions to bring medicines into hospital and highest for 
patients’ intentions to report an error to a NRS. Interestingly, the value of the model in 
predicting involvement in interactional behaviours was also affected by the 
professional role of healthcare staff. In terms of patients’ intentions to question 
healthcare staff about their hand washing compliance, the model yielded higher 
predictive value when investigating patient participation with a doctor as opposed to a 
nurse (49% and 43% respectively).  Conversely, however, the predictive value of the 
model was higher when looking at patients’ intentions to notify a nurse as opposed to 
a doctor if their hospital identification bracelet falls off (69% and 56% respectively). 
Given there are disparities in the predictive value of the PISM  and that these 
differences are (in part) mediated by the type of safety-related behaviour and also the 
professional role of healthcare staff (for interactional behaviours), this suggests that 
the applicability of the PISM may be influenced by contextual factors. Indeed, data 
derived from my systematic review (in Chapters 4 and 5) and empirical studies (in 
Chapters 8-9) provide some support for this view in that patients’ preferences for 
involvement appear to be affected by a whole host of contextual factors (e.g. type of 
behaviour)120,122,172, as well as intrinsic factors of the patient (e.g. demographics, 
severity of illness)121,132,138,157. 
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 The construct in the PISM that appears to have the greatest effect overall on 
predicting patient involvement in safety was control beliefs. This construct in 
particular should be taken into consideration in the design and implementation of 
interventions in patient involvement in safety. Interventions may be most effective (at 
encouraging involvement) if they aim to increase a patient’s sense of control and 
capability in performing a particular behaviour. Indeed, analogous findings in the 
systematic review have highlighted the importance of control beliefs in patient 
involvement in safety – those patients with a higher sense of control are more likely to 
participate120.  
 
In addition to the aforementioned findings, there were marked variations in terms of 
patients’ responses to individual items in the survey; key findings are considered here 
briefly. In terms of patient involvement in preventing/reducing HAI’s the items in the 
survey that patients least agreed with was that ‘asking a doctor or nurse if they have 
washed their hands is pleasant’. Conversely, the item which patients most strongly 
agreed with was that ‘reducing the chance of HAI’s is good’. Analogous findings can 
be seen in relation to reporting an error to a NRS with most patients agreeing 
(strongly) that helping to prevent errors is good but that reporting an error to a NRS is 
not a pleasant experience. These findings are interesting as they indicate that while 
patients recognise and view favourably the importance of reducing medical errors, 
they view the mechanisms by which they can do this (i.e. participation) less 
favourably. Perhaps what is more interesting however, are the results relating to 
patients safety-related attitudes to the wearing of a hospital identification bracelet. 
Here, despite the fact that the item patients were most likely to disagree with was that 
‘they were worried about being mistaken for another patient while in hospital’, the 
items that patients most agreed with was that they would ‘notify a doctor or nurse if 
their hospital identification bracelet came off’; a behaviour that the patient could 
engage in to help prevent misidentification. In the same way, in the context of 
medication safety - specifically bringing medicines into hospital, the items that 
patients were least likely to agree with were related to patients perceived 
susceptibility to medication errors – in others words most patients did not perceive 
themselves as vulnerable to such occurrences. However, some of the items that 
patients scored highest on (i.e. most agreed with) were related to patients’ intentions 
to bring in their medications into hospital with them. This could suggest that rather 
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 than patients participating in error-prevention strategies to protect against those errors 
they perceive themselves most susceptible to, patients may be more inclined to be 
involved in those behaviours that they perceive as more acceptable to participate in. 
Indeed the data from my systematic review (in Chapters 4 and 5) certainly indicates 
this could be the case; patients were more willing to take on an active role in those 
behaviours that they felt had been normalised in current medical practice and that 
were not perceived as ‘confrontational’ to the healthcare professional(s) involved in 
their care120,122.  
 
It is also noteworthy that for those constructs in the survey that were assessed by a 
number of items (e.g. subjective norm, perceived behavioural control), some of the 
constructs yielded high levels of internal consistency and so could be treated as 
‘grouped’ variables (i.e. composite scores) whereas others items relating to each 
construct that did not yield a high level of internal consistency had to treated 
separately. What is interesting here is that there were differences between behaviours 
in the constructs that were either ‘grouped’ or used ‘separately’.  For example, for the 
perceived behavioural control construct the items pertaining to this construct in the 
context of preventing HAI’s, misidentification and reporting an error to a NRS were 
all correlated but opposing findings were displayed in the context of medication 
safety. Another example of this divergence is seen in the subjective norm construct; in 
the context of HAI, medication safety and misidentification all items were correlated 
whereas there was no association between these items in relation to reporting an error 
to a NRS. The perceived severity construct was the only construct that consistently 
yielded high inter-item correlations across all behaviours. These findings suggest that 
overall patients view the items in the survey differently dependent on the type of error 
under investigation and type of action required by the patient aimed at preventing the 
error.  
 
With the above thoughts in mind, while the results of this investigation are promising, 
they should be treated with a certain air of caution. Some of the regression models 
used more composite (i.e. grouped) scores whereas others utilised a larger number of 
‘separate’ scores in the analysis.  In addition, while three of the areas of patient 
involvement in this investigation examined patients’ attitudes towards preventing 
specific types of errors - HAI’s, medication errors, and misidentification errors; the 
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 other area of involvement – reporting an error to a NRS required patients to think 
more abstractly about errors in general (i.e. their attitudes towards preventing any type 
of error). This, in part, could explain why the predictive value of the models varied. 
Thus it could be argued that more work needs to be carried out on patients’ 
interpretations of the items in the survey in relation to each of the safety-related 
behaviours so that more robust constructs (each comprising a number of items) can be 
formulated.   
 
There were no consistent findings across any of the behaviours in terms of which 
patient characteristics were the best predictors of intention to participate. This was not 
only evident between behaviours but also within behaviours. For example, level of 
education significantly predicted patients’ intentions to report an error to a NRS in 
that those with a degree were more likely to intend to participate in these behaviours. 
Also however, education significantly predicted patients’ intentions to ask a doctor if 
they have washed their hands but the same effect was not revealed when examining 
patients’ intentions to pose this question to a nurse.  
 
Prior experience of medical error had no effect on intention to participate in any of the 
safety-related behaviours. This is somewhat surprising given that previous research 
both in my systematic review and preliminary findings from my investigation 
presented in Chapter 9 highlighted this factor to be a salient contributor to 
involvement121,146,157. The reason for this finding is unclear and further explorations 
are required.  
 
 
10.6. Priorities for future research  
 
While the results of this investigation are very promising, a number of questions 
remain to be answered and there are a number of priorities for future research within 
this area.  
 
First, the survey developed for this study needs to be tested on different patient 
cohorts and subjected to reliable and rigorous validation.  
 
 225
 
 
 Second, interventions developed in accordance with the constructs of the PISM 
should be developed and tested on different patient groups to ascertain what may be 
most effective, under what circumstances and why.  
 
Third, research from the wider arena of patient involvement has shown that patient 
preferences for involvement can vary dependent on the stage and severity of their 
illness; in the same way therefore there is a need to test whether the importance of the 
constructs of the PISM in predicting patient involvement may change throughout the 
patients care trajectory.  
 
Fourth, we need to examine the applicability of the PISM in predicting actual 
behaviour; especially in light of findings from the systematic review that indicate the 
extent to which patients report they would be willing to participate in a behaviour and 
the extent to which they actually participate may sometimes differ122.   
 
Fifth, it is likely that there will be complex interactions between many of the 
constructs and patient variables in the PISM thus further investigation is needed in 
order to delineate where these interactions may lie.   
 
 
10.7 Chapter overview  
This study is the first its kind to empirically test the value of the PISM in predicting 
patient participation in a range of safety-related behaviours. Given that research in this 
area is still very much in its infancy we still have much to learn and greater attention 
needs to be paid to the theoretical underpinning of research conducted within the 
patient participation in safety paradigm. However, despite this need for further 
research, what is clear from this investigation is that the PISM could be a useful 
theoretical starting point for understanding the experience of patient participation in 
safety. This model will be drawn upon again (in part) in some of the empirical work 
that proceeds in Chapter 11.  
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CHAPTER 11 
 
Patients’ attitudes to current initiatives to encourage involvement  
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 11.1 Introduction  
 
In this chapter I will address Research Question 4 by examining patients’ attitudes 
towards current initiatives to engage them in the safety of their healthcare. I have 
already discussed in previous chapters how in order for patients to contribute to the 
safety of their healthcare management they must first require the requisite knowledge 
to be able to do this; second, they must be willing to participate. Evidence from my 
systematic review (in Chapters 4 and 5) suggests that patient education tools are one 
way in which patients’ willingness and ability to participate can be 
facilitated50,51,134,142. For example, when patients are provided with information on the 
salience of patient involvement in medication or infection-control safety-related 
behaviours they are more knowledgeable, thus more able to take on an active role, 
which subsequently can increase the likelihood of involvement50,51,142.  
 
However, while initiatives have been developed and evaluated on a very a ‘local’ 
level (i.e. for the purpose of the study), a striking observation from the findings of my 
systematic review was the lack of attention paid to evaluating national initiatives, such 
as videos or leaflets introduced by patient safety or healthcare organisations (some of 
which were reviewed in Chapter 3) aimed at encouraging patient participation in the 
safety of their healthcare.  
 
Given this apparent gap in the evidence base, we do not know at present what the 
most effective method may be of imparting safety-related information to the patient. 
Within the wider arena of patient involvement in healthcare, a review of the efficacy 
of 25 studies of patient information videos concluded that video was as good as or 
better than print in conveying information to patients about their illness or 
treatments234. Similarly, additional data focussing specifically on a surgical cohort 
reported that patients ranked videotapes (as opposed to written materials or internet-
based instruction) as the preferred way of receiving pre-operative information235,236.  
Conversely however, alternative data on patients’ knowledge about surveillance and 
cancer risk in ulcerative colitis showed that there appears to be no immediate or 
prolonged benefit of a patient education video over and above that of a simple 
information leaflet237. However, the extent to which these findings may be applied to 
the patient safety paradigm remains to be determined.  
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In addition, while leaflets and videos may have many benefits as patient education 
tools, the problem with both is that they deliver a uni-directional flow of information 
in a pre-fixed sequence. It is not clear at present whether patients want to receive this 
information in this format; patients may, for example, prefer to learn about patient 
involvement in safety through engaging in dialogue and open discussion with 
healthcare professionals.  
 
Furthermore, we do not have a clear understanding of patients’ safety-related 
informational needs. Preliminary evidence from the systematic review revealed that 
patients vary in their preferences for informational resources. For example, in the 
context of medication safety younger patients are more likely to look up information 
on the internet whereas older patients are more likely to talk to their pharmacist121. 
Given the heterogeneity of the patient population there are likely however to be many 
other factors that could affect patients’ informational needs and perceptions of 
information. Indeed, this certainly appears to be the case if we consider data from the 
wider paradigm of patient involvement in surgery. For example, women over 60, the 
less educated and retired were found to have more informational needs than their 
counterparts88. Women also report lower levels of satisfaction with information 
received than men90,91. In addition, patients satisfaction with information provision 
appears to increase with age with younger patients reporting lower levels of 
satisfaction than older patients90,91. A patient’s health state also seems to affect the 
need for information, or at least this appears to be the case in surgery. For example, 
prior to surgery critically ill patients may be more concerned about their health and 
survival until the surgical procedure92,93 but all patients (critical vs. non-critical) 
benefit from the pre-admission information94. Patients information needs also differ 
situationally such that different information will be relevant to different stages of the 
care trajectory. For example surgical patients need different information in the peri-
operative process, pre-operative process, before admission and while admitting, intra-
operatively, during hospitalisation and post-operatively while discharging92,238-241. The 
extent however, to which these factors may mediate patients’ preferences for 
information within the context of safety remains to be determined.  
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 In this chapter I aim to address some of the gaps in the evidence base by presenting 
the conduct and findings of an empirical investigation that investigates the efficacy of 
two different mediums of patient education; 1) video, and; 2) leaflet (referred to here 
as ‘initiatives’).  
 
 
11.2 Aims 
  
The specific aims of the investigation were to investigate:  
• patients’ attitudes on the use of video or leaflet as effective strategies for 
communicating safety-related information; 
• the impact of video or leaflet in increasing patients baseline safety-related 
participatory levels; 
• factors that could affect patients’ attitudes and subsequent involvement in 
safety-related behaviours; 
• disparities in the efficacy of the use of video or leaflet in encouraging 
patient involvement in safety.  
 
As already mentioned in Chapter 3, there are two levels of effectiveness when 
evaluating these initiatives: 1) how effective the initiative is at increasing patient 
involvement, and; 2) the extent to which medical errors could be reduced as a result of 
the initiative encouraging patient participation in safety. This investigation will 
concentrate on the first level of effectiveness.XLIV 
 
 
 
11.3 Methods 
 
11.3.1. Design  
 
A between-subjects design was employed where patients were either shown a patient 
safety video or given a patient safety leaflet to read.   
 
 
                                                 
XLIV I did not have the time or resources to evaluate the second level of effectiveness; it was beyond the 
scope of the present work. In order to examine whether the initiatives could actually help to reduce 
medical errors as a result of increasing patient participation, a large scale observational study of 
patients would be required; medical records of the patients would need to be reviewed, and; data from 
incident reporting systems would need to be examined.   
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 11.3.2. Participants   
A convenience sampling method was used to recruit medical and surgical patients 
from six wards on an inner city London teaching hospital. In total 201 patients who 
fulfilled the inclusion criterion were approached by the researcher; from this, 160 
agreed to participate (80% response rate). Patients declined participation for the 
following reasons: the patient was feeling very tired and/or unwell (n=19); the patient 
did not want to participate (n=21); the patient was awaiting an x-ray and did not think 
they would have time to participate (n=1). Table 11.1 presents the descriptives for the 
80 patients that were shown the video and the 80 patients that were given the leaflet to 
read, as well as displaying the descriptives for the patient population as a whole (160 
patients). Due to the lack of published data in this area it was not possible to 
accurately perform power calculations for the same size of this study213-215. However, 
as a rough estimate Cohen suggests that for this type of study (based on the main 
analyses in this investigation which is examining mean differences), in order to detect 
a medium effect (0.5) at an alpha level of 0.05, a minimum sample size of 64 would 
be required in each ‘group’ (i.e. ‘video’ and ‘leaflet’)213. 
 
Table 11.1: Patient characteristics  
Socio-demographic 
variables 
Video  
N (%) 
Leaflet 
N (%)  
Total number of 
subjects (%) 
 
Sex 
Male 
Female 
 
55(68.8) 
25(31.2) 
 
48(60) 
32(40) 
 
103(64) 
57(36) 
Education 
No qualifications  
GSCE’s 
A levels 
Undergraduate degree 
Postgraduate degree 
Vocational training   
 
19(24) 
21(26) 
18(23) 
12(15) 
3(3.5) 
7(8.5) 
 
9(11) 
14(18) 
16(20) 
24(30) 
8(10) 
9(11) 
 
28(17) 
35(21) 
34(21) 
36(23) 
11(6.9) 
16(10) 
Ethnicity  
Caucasian 
Non-Caucasian   
 
59(73.75) 
21(26.35) 
 
55(68.8) 
25(31.3) 
 
114(71) 
46(29) 
Employment  
Employed 
Unemployed 
Retired 
Student 
Registered disabled 
 
27(34) 
11(14) 
29(36) 
4(5) 
9(11) 
 
29(36) 
10(12.5) 
30(37.5) 
7(9) 
4(5) 
 
56(35) 
21(13) 
59(37) 
11(7) 
13(8) 
Speciality  
Medical  
Surgical  
 
38(47.5) 
42(52.5) 
 
39(48.8) 
41(5123) 
 
77(48) 
83(52) 
Prior experience of medical errors 
Yes 
No 
 
 
16(20) 
64(80) 
 
14(17.5) 
66(82.5) 
 
30(18.8) 
130(81.2)  
 
Age  35-80 (mean 53.25, SD 
19.68) 
18-82 (mean 51.78, SD 
17.34)  
Range: 18-88 (mean 52.5, 
SD 18.5) 
Previous number of times in 
hospital  (in the last 5 years) 
1-6  (mean 2.36, SD 1.19) 1-10 (mean 2.24, SD 1.65) Range: 1-10  (mean 2..3 
SD 1.44) 
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 11.3.3. Materials development and pretesting  
The initiatives that were reviewed in Chapter 3 were examined by two researchers to 
ascertain which may be most suitable for the particular aims of this investigation. The 
following issues were taken into consideration: 
 
- one video and one leaflet needed to be chosen; 
- both initiatives needed to address similar behaviours so that the impact of the 
initiatives on facilitating patient involvement in different safety-related 
behaviours is directly comparable; 
- the initiatives needed to be applicable to a UK hospital patient cohort and were 
not meant to be speciality specific (i.e. they are applicable to different patient 
specialities).  
 
After discussion the following issues were chosen: 
  
11.3.3.1. The ‘PINK’ patient safety video  
For the purpose of the study the ‘PINK’ patient safety was used. The video, yet to be 
publicly available was developed by colleagues at Imperial College London in 
collaboration with the Teaching Hub for Operative Technologies in Healthcare and 
Team Saatchi. The video is aimed at patients in the UK undergoing hospital treatment. 
The video is a short animation (approximately 4 minutes in duration) that aims to 
place the patient firmly in the centre of the healthcare team. It is shot as if ‘through 
the eyes’ of the patient, and introduces a patient to the various professionals they may 
meet during their admission. The title of the video (‘PINK’) is an acronym aimed at 
encouraging patients to:  
 
• Participate – e.g. be involved in the decision-making process regarding 
appropriate treatment or management; 
• Inform – e.g. ensure their identity is confirmed, provide information regarding 
diagnosis and current management; 
• Notice – e.g. be alert to possible problems, notice if treatment is inappropriately 
administered, or a healthcare professional is not wearing gloves to examine their 
wounds; 
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• Know – e.g. that if you smoke, you are putting yourself at risk, that thrombo-
embolic deterrent stockings are an absolute necessity for most patients and that 
taking some responsibility for your own recovery is essential 
 
11.3.3.2. The NPSA’s ‘Please Ask About Staying in Hospital’ leaflet 
The NPSA’s leaflet entitled ‘Please Ask About Staying in Hospital’ which is part of 
the ‘Please Ask’ campaign (discussed in Chapter 3) was used for this investigation. 
The leaflet was chosen for examination because it was published in the UK and has 
relevance to a hospital patient cohort and makes reference to patient involvement in 
several safety-related behaviours that the PINK video addresses. A copy of the leaflet 
can be found in Appendix 11.1.  
 
11.3.4 Measures  
11.3.4.1. Development and pretesting of measures  
A set of surveys were developed to assess patients’ attitudes towards the video or the 
leaflet. The items in the surveys were pretested iteratively among 20 hospitalised 
patients in total (for information on patient characteristics of those in the pre-testing 
stage refer to Appendix 11.2). The initial pre-testing revealed that given it took 
patients time to read the leaflet or watch the video, patients preferred the surveys to be 
as short and concise as possible otherwise they began to lose interest in the study.  
Every attempt was made to take patients’ feedback into account when modifying the 
surveys. After the initial pre-testing 2 surveys were developed, described in the 
section below.  
 
11.3.4.1. Pre-screening survey  
The pre-screening survey comprised 16 items in total which assessed patients baseline 
participatory levels; perceived likelihood of errors; comfort in engaging in various 
safety-related behaviours (that the video and leaflet both addressed), and; whether the 
patient thought they could have a role in preventing errors.  Examples of the items in 
the survey and the response format by which the items were assessed are provided in 
Table 11.2. For a full copy of the survey please refer to Appendix 11.3.  
 
 Table 11.2. Description of items in the pre-screening survey   
Aspect of interest  Number of items 
measuring this 
aspect  
Item (s) Response format  
Patient participation in healthcare in general  1 ‘as a patient how much would you say you currently participate in 
your healthcare management?’ 
 
4 point ordinal scale: ‘whenever possible’ 
‘some of the time’ ‘rarely’ never’  
Prior participation in specific safety-related 
behaviours  
6 ‘as a patient have you ever participated in any of the following 
activities with: a) a doctor; b) a nurse?’: 
- asking about hand washing; 
- notifying about medicines or allergies; 
- notifying staff of problems or errors in care*  
 
2 point nominal scale: ‘yes’ ‘no’   
Patients perceived comfort in participating in 
specific safety-related behaviours  
6 ‘as a patient how comfortable would you be participating in the 
following activities with: a) a doctor; b) a nurse?’: 
- asking about hand washing; 
- notifying about medicines or allergies; 
- notifying staff of problems or errors in care* 
-  
10 point interval scale: 1= ‘not comfortable at 
all’  10 = ‘very comfortable’  
Perceived likelihood of errors 1 ‘how often do you think that medical errors occur in healthcare?’ 4 point ordinal scale: ‘all the time’ ‘ very 
often’ ‘ somewhat often’ ‘not very often’  
Role in preventing errors  2 ‘do you think that you could reduce your own susceptibility to medical 
errors?’   
 
‘if yes how’  
3 point nominal scale: ‘yes’ ‘no’  ‘don’t 
know’  
 
Patients open-ended responses  
Total items  
 
16   
Note:   
 -    All the safety-related behaviours the survey assessed were addressed in the PINK video and the ‘Please Ask about Staying in Hospital’ leaflet.  
*    This item was used as an overall measure to see how willing patients may be to report problems/errors; something which both initiatives advise patients to do  
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 11.3.4.2. Post-screening survey  
A survey was developed to assess patients overall attitudes towards the video or 
leaflet as an education tool, together with the impact of the initiative in terms of 
increasing patients level of comfort in participating in different safety-related 
behaviours. The survey comprised 15 items in total; the wording of the items in the 
survey were adapted according to the initiative under investigation Examples of the 
items in the survey and the response format by which they were assessed is provided 
in Table 11.3. For a full copy of the survey please refer to Appendix 11.4.  
 
In addition to those items described in Table 11.3 those patients that were shown the 
NPSA’s leaflet were asked ‘have you seen this leaflet before?’. The leaflet has been 
publicly available since 2006 and so I wanted to see how widely it was being 
disseminated to patients. The same question was not posed to those patients that were 
shown the ‘PINK’ video; this video at present has not been publicly released.  
 
11.3.4.3. Patient characteristics questionnaire  
Patients’ demographic data on sex, age, ethnicity, employment and education were 
collected from each participant. Information on prior hospitalisation episodes and 
personal experience (if any) of medical errors was also gathered (see Table 11.1). 
 
11.3.5 Procedure  
Medical and surgical patients (post-operative) were approached on the wards over a 6 
month period. After patients had provided their consent to participate they were given 
the pre-screening survey and the socio-demographic questionnaire to complete. In 
order to prevent practice effects or social desirability bias I wanted to ensure that 
participants were only shown either the video or the leaflet (i.e. they did not complete 
surveys pertaining to both initiatives). For this reason, the first 80 patients recruited 
were shown the video (in the first 3 months) and the next 80 patients (in the next 3 
months) were given the leaflet to read. After patients had watched the video/read the 
leaflet they were asked to complete the post-screening survey. All surveys were self- 
administered (as opposed to researcher-administered). 
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 Table 11.3 Description of items in the post-screening survey   
Aspect of interest  Number of items 
measuring this 
aspect  
Item (s) Response format  
Appropriateness of the initiative as an 
education tool 
1 ‘do you think that the leaflet/video is a good way of educating 
patients how they can be involved in the safety of their 
healthcare?’ 
4-point nominal scale: ‘yes’ ‘no’ ‘a 
combination of leaflet and video would 
be best’ or ‘neither – it is the job of the 
healthcare professional to educate me’ 
Knowledge  1 ‘do you think the video/leaflet improved your knowledge on 
how you could participate in your healthcare?’  
10 point interval scale: 1= ‘not at all’  10 
= ‘very much’ 
Understanding  1 ‘did you think the video/leaflet was easy to understand?’ 10 point interval scale: 1= ‘not at all’  10 
= ‘very easy’ 
Interest 1 ‘did you think the video/leaflet was interesting?’ 10 point interval scale 1= ‘not at all’  10 
= ‘very interesting’ 
Encouragement  1 ‘do you think the video/leaflet would encourage to participate 
in safety-related aspects of your healthcare?’ 
10 point interval scale: 1= ‘not at all’  10 
= ‘very much’ 
Patients’ perceived comfort in 
participating in specific safety-related 
behaviours  
6 ‘as a patient how comfortable would you be participating in 
the following activities with: a) a doctor; b) a nurse?’: 
- asking about hand washing; 
- notifying about medicines or allergies; 
- notifying staff of problems or errors in care 
10 point interval scale: 1= ‘not 
comfortable at all’  10 = ‘very 
comfortable’  
Efficacy of strategy as error prevention 
method  
1 ‘do you think the initiative could help to reduce medical errors 
as a result of you participating in safety-related behaviours?’ 
3 point nominal scale: ‘yes’ ‘no’  ‘don’t 
know’  
 
Accessibility of strategy  1 ‘do you think the initiative should be made available to 
patients in hospital to see whenever they want?’ 
3 point nominal scale: ‘yes’ ‘no’  ‘don’t 
know’  
The needs of the patient  1 ‘does the initiative contain everything you need?’ Patients open-ended responses 
How the strategy could be improved  1 ‘is there anything about the initiative you would improve?’ Patients open-ended responses 
Total items  15   
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 11.3.6 Data analysis  
Quantitative data was analysed using SPSS for Windows Version 16. Qualitative data 
was analysed using content analysis where the text was coded and broken down, into 
manageable categories relating to a variety of themes.  
 
11.4 Results 
The results section will be in five main parts. First differences in terms of patient 
characteristics between the patients that were shown the video or the leaflet are 
discussed. Second, patients’ baseline attitudes towards patient safety and participation 
in safety-related behaviours are provided.  Third, comparisons between patients 
perceived level of comfort in participating in safety-related behaviours before and 
after being shown the initiative will be assessed. Fourth, I will examine how patient 
characteristics could affect their perceived comfort in participation in safety-related 
behaviours. Fifth, patients overall attitudes towards the initiatives are explored.   
 
 
11.4.1. Inter-participants comparisons: differences between patients shown the 
leaflet and the video  
 
The descriptive data on patient characteristics for those participants shown either the 
leaflet or video is displayed in Table 11.1. Chi-square tests revealed there were no 
significant differences between those shown either initiative in terms of patients’ age, 
ethnicity, employment, sex, prior experience of errors, patient speciality, or number of 
times in hospital.  
 
However significant differences between the 2 patient cohorts in terms of education 
were observed (X2 = 11.612, df 5, p < 0.05). A higher number of patients who were 
shown the video had no qualifications or GCSE’s but fewer patients shown the video 
had an undergraduate or postgraduate degree; the only similarities were roughly an 
equal amount of patients shown the video or the leaflet had A-levels and vocational 
training (see Table 11.1 for further information).     
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 11.4.2. Patients baseline attitudes to medical errors and patient involvement  
Table 11.4 displays the results of patients’ responses to the extent to which they 
participate in their healthcare management, how often they think medical errors occur 
in healthcare and whether they think they could prevent errors in their care. The 
results for patients shown the video or the leaflet are presented separately together 
with the results for the patient population as whole.  
 
Chi square tests revealed no significant differences in patients’ responses to the items 
presented in Table 11.4 between patients in either group (‘video’ or ‘leaflet’).   
 
 
Table 11.4. Descriptives for patients’ attitudes towards the occurrence of medical 
errors in healthcare and their role in preventing errors   
 
Item  
 
Video 
N (%) 
Leaflet  
N (%) 
Total  
N (%)  
 
In general how much do you participate in your healthcare? 
    Whenever possible 
    Some of the time  
    Rarely 
    Never  
46(57.5) 
14(17.5) 
9(11.2) 
11(13.8) 
59(74) 
11(14) 
7(9) 
3(4) 
105(65.5) 
25(15.5) 
16(10) 
14(9) 
 
How often do errors occur in healthcare?
    All the time   
    Very often    
    Somewhat often   
    Not very often  
5(6) 
6(7.5) 
30(37.5) 
39(49) 
3(4) 
7(9) 
40(50) 
30(37) 
8(5) 
13(8) 
70(44) 
69(43)  
 
Could you help to reduce your susceptibility to errors in healthcare?  
Yes  
No  
Not sure  
39(48.8) 
16(20) 
25(31.2) 
32(40) 
13(16.2) 
35(43.8) 
 
71(44) 
29(18) 
60(38) 
 
 
 
 
11.4.2.1. Patients open-ended responses to how they could help prevent errors 
 
In total 71 patients that said they thought they themselves could help to prevent errors 
in healthcare. Fifty-seven of these provided further comments on how they thought 
they could do this (32 of those who were shown the video and 25 who were shown the 
leaflet). Participants’ responses were comprehensively examined using content 
analysis. In total 137 responses were provided by the patients (n=57); the responses 
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 broadly fell into 9 different themes.XLV Table 11.5 displays the main findings in 
accordance with the 9 themes that emerged from the data. The main activities that 
patients cited as error-prevention strategies were asking questions and listening to 
advice - accounting for 51% of the total responses (36% and 15% respectively).  
 
Table 11.5. Patients’ open-ended responses to how they could prevent errors   
 
Theme  Frequency 
mentioned 
video   
Frequency 
mentioned 
leaflet 
Total  Example (verbatim quote 
from patient) 
Asking questions 20 19 49 ‘asking doctors questions about 
what to expect’ 
Listening to advice  10 11 21 ‘paying attention to medical 
briefings so that you know what 
is going on’  
Learning about 
condition/being 
informed   
7 9 16 ‘reading about your condition so 
you understand what problems 
may occur’   
Adherence  8 7 15 ‘making sure you stick to 
medical advice and treatment’  
Information 
provision  
5 9 14 ‘providing information to 
doctors so that they can 
understand what the problem is’ 
Being aware 4 10 14 ‘monitoring your care to ensure 
errors do not happen and 
alerting staff if they do’ 
Checking care 
practices  
3 1 4 ‘checking you have been give 
the correct medication’  
Practicing health 
behaviours  
2 0 2 ‘adopting healthy habits such as 
healthy eating as this could 
improve your immune system 
and therefore help the recovery 
process’  
Personal hygiene  2 0 2 ‘looking after personal hygiene 
such as washing frequently to 
reduce the risk of infection’  
 
 
 
11.4.2.2. Patients’ baseline participation in safety-related behaviours  
Table 11.6 overleaf presents the number of patients that answered in the affirmative to 
having ever engaged in the safety-related behaviours under examination in this 
investigation. Chi-square tests revealed that there were no significant differences 
between the two groups (‘video’ and ‘leaflet’) in terms of patients’ baseline 
                                                 
XLV It is beyond the scope of the present chapter to consider this in depth here. However, to provide an 
idea of the types of responses provided the key findings have been tabulated in accordance with the 9 
themes that emerged. 
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 participatory levels. Table 11.6 clearly shows that the behaviour that patients (as a 
whole) had the least experience in participating in was asking a doctor or nurse if they 
had washed their hands.   
 
 
Table 11.6. Patients’ baseline participation in safety-related behaviours  
 
 
 
Type of behaviour 
 
Video  
N (%) 
 
Leaflet  
N (%) 
 
Total  
N (%) 
 
Asking about hand washing 
Doctor  11(13.8) 12(15) 23(14.4) 
Nurse  10(12.5) 13(16.2) 23(14.4) 
 
Notifying of medication/allergies  
Doctor  58(72.5) 64(80) 122(76.2) 
Nurse  62(77.5) 69(86.2) 131(81.9) 
 
Notifying of problem/error 
Doctor  30(38) 25(31.2) 55(34.6) 
Nurse  33(41.2) 27(33.8) 60(37.5) 
 
 
 
 
11.4.3 Patients perceived level of comfort in participating in the safety-related 
behaviours pre and post intervention  
 
Table 11.7 details patients means scores for perceived comfort in participating in each 
of the behaviours under examination pre and post intervention (i.e. before or after 
watching the video/reading the leaflet). Paired t tests were conducted to elucidate 
significant difference between: 
1) pre and post intervention responses for those patients shown the video (see 
Table 11.7); 
2) pre and post intervention responses for those patients shown the leaflet (see 
Table 11.8); 
3) pre and post intervention responses for the total number of patients shown 
either the video or the leaflet (i.e. the total sample of the investigation), (see 
Table 11.9). 
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 Table 11.7 shows that patients perceived comfort levels in asking healthcare 
professionals if they have washed their hands or notifying healthcare professionals if 
an error has occurred in their care significantly increased after patients had watched 
the video.  
 
Table 11.7.  Patients perceived level of comfort in participating in the safety-related 
behaviours before and after being given the video to watch 
 
 
Type of behaviour 
Pre-screening  
Mean (SD) 
 
Post-screening  
Mean (SD) 
    t 
 
Asking about hand washing 
Doctor  3.59(0.98) 6.05(1.08) 21.12* 
Nurse  4.00(1.07) 7.01(1.10) 18.64* 
 
Notifying of medication/allergies  
Doctor  8.86(0.72) 9.03(0.72) 1.37 
Nurse  8.08(0.95) 8.31(0.85) 1.47 
 
Notifying of problem/error 
Doctor  7.40(0.84) 8.01(0.96) 3.79* 
Nurse  7.61(0.88) 8.17(0.98) 4.72* 
Note:  
* p < 0.05 
 
Table 11.8 shows that patients perceived comfort levels in asking healthcare 
professionals if they have washed their hands, notifying healthcare professionals if an 
error has occurred in their care and notifying nurses of medications/allergies 
significantly increased after patients had read the leaflet.  
 
Table 11.8.  Patients perceived level of comfort in participating in the safety-related 
behaviours before and after being given the leaflet to read  
 
 
Type of behaviour 
Pre-screening  
Mean (SD) 
 
Post-screening  
Mean (SD) 
    t 
 
Asking about hand washing 
Doctor  3.74(1.10) 6.29(0.98) 17.66* 
Nurse  4.36(1.11) 6.83(1.06) 14.36* 
 
Notifying of medication/allergies  
Doctor  8.95(0.79) 9.14(0.77) 1.61 
Nurse  8.01(0.75) 8.35(0.87) 2.45* 
 
Notifying of problem/error 
Doctor  7.34(0.76) 7.80(1.10) 2.87* 
Nurse  7.45(0.91) 8.34(0.90) 7.06* 
Note:  
* p < 0.05  
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Table 11.9 shows that when the patient population were considered as a whole (i.e. 
both patients in the video and leaflet group), patients perceived comfort levels in 
participating in all the safety-related behaviours under investigation significantly 
increased post-intervention.  
 
 
Table 11.9.  Patients perceived level of comfort in participating in the safety-related 
behaviours before and after being shown the video/leaflet (i.e. the total sample)  
 
 
Type of behaviour 
Pre-screening  
Mean (SD) 
 
Post-screening  
Mean (SD) 
    t 
 
Asking about hand washing 
Doctor  3.66(1.04) 6.17(1.04) 27.08* 
Nurse  4.18(1.10) 6.92(1.08) 22.92* 
 
Notifying of medication/allergies  
Doctor  8.91(0.76) 9.08(0.76) 2.11* 
Nurse  8.04(0.86) 8.33(0.86) 2.72* 
 
Notifying of problem/error 
Doctor  7.37(0.80) 7.91(1.03) 4.72* 
Nurse  7.53(0.90) 8.26(0.94) 8.30* 
Note:  
* p < 0.05 
 
 
11.4.4. Patients perceived level of comfort in participating in the safety-related 
behaviours – differences in patient characteristics    
 
In this section I consider the findings of patients perceived comfort in participating in 
safety-related behaviours in relation to 8 patient characteristics: 1) sex; 2) age; 3) 
ethnicity, 4) education; 5) employment; 6) number of times in hospital; 7) prior 
experience of medical errors, and; 7) speciality of the patient. A series of ANOVA’s 
were conducted for patients perceived comfort in participation using each of the 
above patient characteristics as the between-subjects variable.  
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 11.4.4.1. Pre intervention differences  
Patients in the ‘video’ group   
Prior to watching the video there were no significant differences between patients’ 
sex, education, employment, prior experience of errors or number of times in hospital 
and their perceived comfort in participating in safety-related behaviours.  
 
Ethnic-related differences were observed in that patients that were not Caucasian were 
more comfortable notifying a doctor of an error or problem (F (1,78) = 3.93 p < 0.05) or 
nurse of an error/problem (F (1,78) = 7.56, p < 0.01). In addition, significant differences 
between patient specialities were observed; surgical patients were more comfortable 
than medical patients telling doctors about any medications they are taking (F (1,78) = 
6.94, p < 0.01).  
 
Patients in the ‘leaflet’ group   
Prior to reading the leaflet men were more comfortable than women notifying a nurse 
of an error (F (1,78) = 5.87, p < 0.05). In addition, patients that were not Caucasian were 
more likely to notify a nurse of an error/problem (F (1,78) = 3.8, p < 0.05).  
 
11.4.4.2. Post intervention differences 
Patients in the ‘video’ group   
After watching the video patients that were Caucasian were more comfortable asking 
nurses if they had washed their hands (F (1,78) = 7.36, p < 0.01).  
 
Patients in the ‘leaflet’ group   
Females were more comfortable notifying a doctor of an error/problem (F (1,78) = 7.18, 
p < 0.01). Patients that were not Caucasian were more comfortable notifying a doctor 
of a problem/error (F (1,78) = 4.08, p < 0.05). Patients with prior experience of errors 
were more comfortable asking doctors if they have washed their hands (F (1,78) = 6.06, 
p < 0.05) but less comfortable notifying a doctor of errors/problems in their care (F 
(1,78) = 8.19, p < 0.01).  
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 11.4.5. Patients’ attitudes towards the initiatives    
This results section discusses patients overall attitudes towards the video or the leaflet. 
Table 11.10 shows patients’ responses on whether they thought the initiative was a 
useful education tool. Chi-square tests revealed significant differences in attitudes 
between those shown the video or the leaflet (X2 = 8.81, df 3, p < 0.05). The results in 
Table 11.10 shows that patients that were shown the leaflet were more likely to think 
that this strategy alone would be a useful way of educating patients, whereas patients 
that were shown the video were more likely to think that a combination of both leaflet 
and video would be most effective.  
 
 
 
Table 11.10. Patients’ attitudes towards the video or leaflet as an education tool  
 
 Video  
N (%) 
 
Leaflet  
N (%)  
Total  
N (%)  
Yes just leaflet/video 
 
45(56) 56(70) 
 
101(63) 
No 
 
2(3) 
 
3(4) 
 
5(3) 
 
Combination of both 
leaflet and video 
should be used* 
33(41) 18(22) 51(32) 
Neither –it’s the job of 
the healthcare 
professional to educate 
me  
 
 3(4) 3(2) 
Note:  
* Patients were only shown either the video or the leaflet so were required to think abstractly about the initiative 
that they had not been given to look at. 
 
 
 
Table 11.11 displays descriptive information on whether patients thought the initiative 
improved their knowledge and understanding, was interesting, and would encourage 
them to participate in the safety of their healthcare. Significant differences between 
responses of patients that were in the ‘video’ or ‘leaflet’ group are denoted by an 
asterix in column 3 of Table 11.11. The results in the table show that patients that 
watched the video felt that it improved their knowledge more on how they could 
participate in their healthcare and was easier to understand than those patients that 
were given the leaflet to read.   
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 Table 11.11. Patients overall attitudes towards the initiative   
 
Question  
 
Video  
Mean (SD)  
Leaflet  
Mean (SD) 
Overall  
Mean (SD)  
Knowledge  
 
5.34(2.39) 4.61(2.30)* 4.98(2.37) 
Understanding  
 
8.25(0.91) 7.81(1.32)* 8.03(1.51) 
Interest 
 
7.09(1.57) 6.70(1.67) 6.89(1.63) 
Encouragement  
 
7.11(1.46) 6.73(1.53) 6.92(1.50) 
Note: 
* Indicates significant differences in patients’ responses between those shown the video or the leaflet.  
 
 
Patients’ attitudes towards the initiative were then examined in relation to 8 patient 
characteristics: 1) sex; 2) age; 3) ethnicity, 4) education; 5) employment; 6) number of 
times in hospital; 7) prior experience of medical errors, and; 8) speciality of patient. 
 
The only significant difference for the ‘video’ group was Caucasian patients were 
more likely to think the video would encourage them to participate (F (1,78) = 6.72, p < 
0.01).  
 
Two significant differences for the ‘leaflet’ group were observed. Surgical patients 
were more likely than medical patients to think the leaflet improved their knowledge 
(F (1,78) = 4.31, p < 0.05) and those without experience of errors were more likely to 
think the leaflet would encourage their involvement (F (1,78) = 16.27, p < 0.01).  
 
 
11.4.5.1. Do patients think that the initiative could help to reduce medical errors?  
From those patients shown the video 12 (15%) thought it could help to reduce medical 
errors as a result of encouraging patient participation compared with 14 (18%) of 
those given the leaflet. Chi square test revealed there were no significant differences 
between patients’ views in either group. There were also no significant differences 
between patients’ responses and the characteristics of the patient.  
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 11.4.5.2. Should the initiative be available to patients?  
From those patients shown the 72 (91.2%) thought the video should be available for 
patients to watch whenever they wanted, 2 patients (2.5%) disagreed with this and 5 
patients (6.2%) were not sure. From those given the leaflet 71 (88.8%) thought leaflet 
should be available to read whenever patients wanted it, 4 (5%) disagreed with this 
and 5(6.2%) were not sure. Chi square tests revealed there were no significant 
differences between patients’ views in either group. There were also no significant 
differences between patients’ responses and the characteristics of the patient. 
 
Patients that were shown the leaflet were also asked if they had seen the leaflet before; 
80 (100%) said ‘no’. The same question was not asked to patients shown the video 
given that this has not been publicly released yet.  
 
11.4.5.3. Does the initiative contain information patients want and need, and can 
the initiative be improved? 
 
From those patients shown the video 34 (42%) reported that it contained the 
information they wanted compared with 39 (49%) of those shown the leaflet. This 
difference was not statistically significant. From those patients shown the video 18 
(22.5%) thought it could be improved compared with 23 (28.8%) patients given the 
leaflet.  This difference was not statistically significant.  
 
From the above sample 25 patients shown the video and 23 patients shown the leaflet 
(48 in total) provided further open-ended responses on how each initiative could be 
improved. These results were comprehensively examined and classified into a number 
of themes. The themes that emerged for those patients in the ‘video’ and ‘leaflet’ 
group will be considered respectively.   
 
11.4.5.3.1. Patients’ suggestions on how the video could be improved   
Five main themes emerged on how the video could be improved. These themes have 
been tabulated in Table 11.12. The frequency of patients’ responses to each theme and 
examples of patients’ verbatim quotes that related to each theme are also provided. 
Table 11.2. As you can see from Table 11.12 most of patients’ concerns centred on 
the video being patronising and stereotypical.  
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 Table 11.12. Patients’ suggestions on how the video could be improved   
 
Theme  Frequency of 
quotes related 
to theme  
Example of quotes (verbatim) 
1. Make less 
patronising 
10 ‘it is too simplistic’ 
‘it should be less patronising …its not like we are stupid …we know 
most of these things anyway – they are basic common sense’ 
2. Make less 
stereotypical   
7 ‘the accents of the characters should be changed…why do all the 
people in the video have regional accents apart from the surgeon 
who has a public school accent’ 
‘why is it that the cleaner in the video is black and the consultant 
surgeon is white with a posh accent – I don’t like this…its like saying 
you can only have a good job if you speak in a posh manner’ 
 
3. Make available in 
other languages 
6 ‘the video should be available in other languages –lots of people may 
not speak English that well especially in London …this needs to be 
addressed’ 
‘the video should at least have subtitles so if English is not their (the 
patients) mother tongue they can still understand’ 
4. Make less 
humorous 
 
5 ‘it needs to be more serious….it is far too jokey and it makes a 
mockery of it (the video)’ 
‘ I think the video is trying to address an important topic but it is 
devalued as it puts the message across in a silly manner…makes it 
seem like involvement for patients is something to joke about which I 
find very offensive’ 
 
5. Gain the patients’ 
perspective 
 
3 ‘ask patient what they want…what is important to them to 
include…there is no point in just designing something without doing 
the background work’ 
 
 
In addition, patients’ provided some overall comments about the video which could be 
broadly categorised into two themes relating to: 1) the suitability of the video, and; 2) 
fear/worry of causing offence (see Table 11.13).   
 
Table 11. 13. Additional comments about the video  
Theme  Frequency of 
quotes related 
to theme  
Example of quotes (verbatim) 
1. Suitability of the 
video 
8 ‘the video is targeted for a very young audience …it would not be 
suitable for adults’ 
‘I think the video is aimed more at children or those that are 
unfamiliar with healthcare’   
 
‘the video should be more direct and less cartoony…or if you keep it 
as it is then other videos should be developed for a more adult 
audience’ 
 
2. Fear/worry of 
causing offence   
 
6 ‘I feel disturbed at making at fuss to those clearly delivering care’  
 
‘I would not want to cause trouble…the doctors and nurses have 
enough to deal with’ 
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 11.4.5.3.2. Patients’ suggestions on how the leaflet could be improved   
Three main themes emerged on how the leaflet could be improved; two of these 
themes also emerged within the data for those patients shown the video. 
 
These themes have been tabulated in Table 11.14 overleaf. The frequency of patients’ 
responses to each theme and examples of patients’ verbatim quotes that related to 
each theme are also provided. As you can see from Table 11.14 most of patients’ 
concerns centred on the layout of the leaflet, with many patients citing that the leaflet 
needs to be made more simplistic and easier to read and digest.  
 
Table 11.14. Patients’ suggestions on how the leaflet could be improved   
 
Theme  Frequency of 
quotes related 
to theme  
Example of quotes (verbatim) 
1. Layout  
 
20 ‘I think layout is messy and dull’  
‘more professional design and layout needed’  
‘leaflet should be bigger and bolder’  
‘headlines need greater sense of urgency’ 
‘highlight the main points in order to attract patients’ attention’ 
‘I think it needs to include more information…perhaps something on 
dietary requirements  and those with special needs in hospital and 
what they can do to help’ 
‘could do with including more practical information – I think it should 
mention about bringing in earplugs…too noisy to sleep in here 
(hospitals)’ 
‘should have details of visiting hours and what to expect from being an 
inpatient’  
 ‘needs to be less information…its too heavy’  
‘too much to read, make it more concise’  
‘think it’s a bit wordy for some’  
2. Availability in 
other languages 
5 ‘I think the leaflet should be multi-lingual’  
‘the wording needs to be changed if English is not first language’ 
 
3. Gaining the 
patients’ 
perspective 
 
3 ‘not sure whether patients had a say in this but if I did I would design 
it differently’ 
 
 
In addition, 4 patients provided some overall comments about the leaflet which all fell 
within one theme: fear/worry over causing offence to healthcare professionals. 
Examples of some of the patients’ (verbatim) responses are given below:   
 
‘I would not ask staff if they have washed their hands…it’s really rude’  
 
‘reference to questioning staff could be offensive …looks like you are dictating to 
them (staff) how to do their job’ 
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 11.5 Discussion  
This investigation is the first of its kind to empirically investigate in a UK hospital 
setting, patients’ attitudes towards the efficacy of the PINK patient safety video and 
the NPSA’s leaflet ‘Please Ask about Staying in Hospital’. To the best of my 
knowledge only one other study to date has evaluated the efficacy of patient 
involvement in safety initiatives134. The study was conducted in the US and examined 
the extent to which a patient safety video could improve patients’ comfort in 
participating in a number of key safety related behaviours. The study which was 
discussed in some detail in the systematic review (presented in Chapters 4 and 5), 
showed that patients reported they would be more comfortable participating in safety-
related behaviours after they had watched the video. The study however, was limited 
in that it reported inadequate information in the results section and also did not report 
whether any differences were found between patient characteristics and patients’ 
perceptions of comfort in engagement in the safety of their healthcare.  
 
The present study therefore extends and improves the previous work in this area by 
not only evaluating the efficacy of a patient safety video but also evaluating the 
effectiveness of a patient safety leaflet, and, in addition, has attempted to delineate 
disparities in patients’ perceptions in relation to patient characteristics (e.g. sex, age). 
The findings of my study indicate that both initiatives could help to increase patients’ 
perceived comfort in participating in some (but not all) safety-related behaviours, and 
that patients perceived comfort with engagement may me mediated by a variety of 
patient characteristics. Here I consider the key findings. 
 
Prior to watching the video or reading the leaflet just under half of those in the 
‘leaflet’ group and over a third of those in the ‘video’ group thought that they may be 
able to help prevent errors in their care. The main ways in which patients thought they 
could do this was by asking questions or listening to medical advice. However, 
despite some patients recognising they could have potential role in improving the 
safety of healthcare, less than a fifth of patients in each group thought that these 
initiatives could actually help to prevent medical errors. This could have implications 
for the efficacy of the initiatives, in terms of effectively engaging patients in their 
care. Patients that do not perceive the video or leaflet as useful methods of error-
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 prevention may be unlikely to participate in the recommended behaviours because 
they may view such engagement as unimportant.   
 
Despite this however, the data did show that the initiatives helped to encourage 
patients comfort in involvement in some safety-related behaviours. If we consider this 
finding in relation to the PISM (presented in Chapter 6 and empirically assessed in 
Chapter 10), this suggests that external cues (i.e. cues to action construct of the PISM) 
in the form of leaflets or videos could help to encourage patient participation in at 
least some aspects of patient safety. For example, patients in both groups (‘video’ and 
‘leaflet’) reported lowest baseline comfort in participating in infection control 
initiatives, more specifically asking a doctor or nurse if they have washed their hands. 
However post-intervention (i.e. after implementation of the initiative - watching the 
video or reading the leaflet), a significant increase in patients perceived comfort levels 
was observed. Analogous findings were observed with regard to patients’ level of 
comfort in notifying doctors or nurses of problems or errors in their care; post-
intervention improvements were again evident. Conversely however, neither ‘video’ 
nor ‘leaflet’ had an effect on patients comfort in informing doctors or nurses of any 
medicines they are taking or allergies they may have. It is likely that the reason for 
this was because patients’ baseline comfort at participating in this behaviour was 
already very high. Given this, the ‘video’ or ‘leaflet’ may be most effective at 
encouraging involvement in those behaviours patients perceive as more 
confrontational in nature and least effective at increasing involvement in  those 
behaviours that most patients already expect (and are expected to) participate in as 
they have been normalised in current medical practice (e.g. informing healthcare staff 
about medicines and allergies).  
 
Patients’ perceived comfort at participating in the safety-related behaviours also 
appeared to be affected (at least in part) by the characteristics of the patient. However, 
findings were not consistent; some significant findings were observed in both groups 
of patients (i.e. ‘video’ and ‘leaflet’), whereas others where only observed in one 
group (i.e. ‘video’ or ‘leaflet’) or at one time point (i.e. ‘pre’ or ‘post’ intervention); 
all of which were affected by the type of behaviour in question. For example, 
ethnicity-related disparities were observed in both groups of patients (‘video’ and 
‘leaflet’) at the pre-screening stage in that Caucasian patients were more comfortable 
 250
 
 
 notifying a doctor or nurse of an error/problem in their care. However, at the post-
screening stage, the same findings were only displayed for those patients in the 
‘leaflet’ group. In addition, in the pre-intervention stage men that were shown the 
leaflet were more comfortable than women notifying a nurse of an error/problem but 
the same finding was not observed for those patients in the ‘video’ group.  
Furthermore, in the post-intervention stage females shown the leaflet were more 
comfortable notifying doctors of errors/problems and patients with prior experience of 
errors were more comfortable asking doctors if they have washed their hands but no 
significant disparities were revealed for those in the ‘video’ group. Conversely, in the 
post-intervention stage Caucasian patients that watched the video were more 
comfortable asking nurses if they have washed their hands but the same differences 
was not yielded for those in the ‘leaflet’ group. The reason for these findings is 
unclear; until further replication it is impossible to ascertain whether they are ‘chance’ 
results. However, they are worthy of brief consideration here; the data could suggest 
that the video or leaflet could help to improve patients’ attitudes towards participation 
or increase their comfort levels to be involved in some behaviours that they would not 
have been willing to participate in prior to watching the video/reading the leaflet. 
However, this impact may not be evident in all patient cohorts but instead limited to 
particular patient groups (e.g. patients that are not Caucasian) and be moderated by 
the type of initiative that is implemented (e.g. video or leaflet).  
 
In terms of patients overall attitudes towards the initiatives, patients that were given 
the leaflet to read were more likely to think that this strategy alone would be a useful 
way of educating patients about how they can participate in the safety of their 
healthcare management. However, patients that were shown the video were more 
likely to think that their knowledge and understanding on how they could be involved 
in safety-related aspects of their healthcare had improved. These findings are 
interesting; even though the video was viewed more favourably by patients (in terms 
of the extent to which it improved knowledge and understanding), a greater number of 
patients were likely to think that that the leaflet was an effective education tool.  
 
A number of differences in terms of patient characteristics were observed relating to 
patients overall attitudes towards the initiatives, although these differences were not 
consistent across behaviours or across strategies.  For example, those patients without 
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 experience of errors (compared to those with experience) that read the leaflet were 
more likely to think the leaflet would encourage their involvement but the same 
finding was not evident in the patients in the ‘video’ group. The reason for this is 
unclear; it could perhaps be a chance finding. However, another possible explanation 
is that patients with experience of errors are already actively involved in safety-related 
issues because they perceive themselves as vulnerable to such incidents (due to past 
experiences); thus the impact of an intervention may have little effect on their 
participatory levels. On the other hand, patients without experience may require more 
encouragement to participate as they do not perceive themselves as susceptible to risk.  
 
The majority of patients in both the ‘leaflet’ and ‘video’ group thought the initiatives 
should be available for patients to access whenever they want. In addition, while the 
video at present is not publicly available; thus patients would not be expected to know 
about it, the leaflet has been available to patients and accessible on the internet for a 
number of years now. Despite this, when questioned not one patient in the ‘leaflet’ 
group said they had seen the leaflet before. This raises an important issue with regards 
to the dissemination of safety-related information. While it is clear there is a need for 
initiatives aimed at encouraging patient involvement in safety, it is equally important 
that we educate patients about these initiatives so they know where they can access 
the information if they want to.  If information is not accessible it will have little (if 
any) influence. It may also be the case that this information needs to be accessible to 
patients in other ways than the internet (which at present is one of the main ways of 
obtaining safety-related information). The potential of the internet to effectively 
disseminate consumer health information is limited by disparities in both access and 
ability to use computer technology. A digital divide has been widely documented with 
rates of computer (and internet use) highest among the young, affluent and employed 
and far lower in low income, low literacy and ethnic minority groups and in the 
disabled and elderly242.  
 
Overall just under half the patients in the ‘video’ and ‘leaflet’ group reported that the 
initiative contained the information the patient needed and overall over a quarter 
thought the initiatives could be improved. Patients provided a number of open-ended 
responses on how each initiative could be improved; in both ‘groups’ patients argued 
that the patients’ perspective should have been included and that the  video or leaflet 
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 should be made available in languages other than English. In addition, in the ‘video’ 
group patients raised concerns about the suitability of the video, with some arguing it 
may only be appropriate for children and others reporting it could be perceived as 
very patronising for adults. This suggests that rather than initiatives (such as the 
‘video’) adopting a ‘one size fits all’ approach, initiatives may have more success if 
they were targeted carefully to specific patient groups. For example, videos could be 
developed and implemented that are tailored to the specific needs of the patient and 
the situational factors of the context in question. For instance, a video could be 
targeted at chronically ill patients who have substantial knowledge both of their 
illness and its treatments and also of the healthcare system. Alternatively, a video 
could be designed for patients undergoing elective surgery which highlights the 
opportunities for patient involvement in safety throughout the surgical care trajectory.  
 
The majority of patients that read the leaflet and provided comments on how it could 
be improved felt that the layout should be changed. Comments namely centred on 
making the messages more concise and clear and the layout less dull. These 
comments again raise the importance of incorporating the patients’ perspective in the 
design stage of initiatives (such as the leaflets). Patients are less likely to pay attention 
to those leaflets they perceive to be unclear or ‘dull’, this in turn could pose a 
substantial impact on the effectiveness of the leaflet in terms of encouraging patient 
involvement.  
 
Finally, patients in both groups commented that they would be worried about 
engaging in some of the behaviours mentioned in the initiatives (e.g. asking about 
hand washing) because they would be worried about causing offence to healthcare 
professionals. Data from the investigations in Chapter 8 and 9 has demonstrated how 
patients are more willing to participate in these behaviours when they are instructed to 
or encouraged to by healthcare staff. Therefore, for those behaviours perceived by 
patients as more challenging to participate in, a multi-modal approach may be more 
effective, where a combination of the initiative and staff encouragement may see most 
fruitful benefits in terms of encouraging patient involvement.   
 
The value of this study should not be underestimated as it has added insight into an 
otherwise heavily under researched area. However, this said there are two main 
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 limitations to the research that are worthy of a brief mention here. First, this study, 
analogous to the US study134 only examined the impact of the initiatives on patients’ 
perceived comfort in participation. However, the extent to which patients would 
actually take on a more active role in their healthcare as a result of exposure to these 
initiatives remains to be determined. Second, it should be acknowledged that 
emergent differences that were found between those patients that were in the group 
that watched the video or read the leaflet may not have been due to the information 
modality per se but rather due to the different kinds of information provided (i.e. the 
content) and the relative salience placed on them. One way to address this limitation 
would be to translate the content of the information conveyed in the PINK video to 
written format so that patients’ perceptions on the content from both modalities would 
be directly comparable.  
 
 
11.6 Recommendations for future research  
This investigation has provided the first evidence based insights into patients’ 
attitudes towards the use of ‘video’ or ‘leaflet’ in encouraging patient involvement in 
safety. However, much more work is needed in this area. While videos and leaflets are 
increasingly used to inform and educate patients, their benefits have not yet been 
established in the patient safety paradigm.  First, we need to gain a deeper 
understanding of what initiative patients think it most effective, under what 
circumstance(s) and why. A personalised approach to disseminating information may 
be most effective. For example, it could be that rather than giving information to 
patients around one discrete event we need to give patients information at different 
times.  
 
Second, we need to investigate the extent to which patients retain the information in 
the initiatives and would adhere to the advice in future care episodes. It may be that a 
combination of both leaflet and video would achieve the most optimal levels of 
patient participation. For example, if a leaflet is given to patients after they have 
watched the video the leaflet could facilitate recall of the information in the video by 
serving as a prompting aid.  
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 Third and finally, although information leaflets or videos can be effective educational 
tools, an important issue centres round establishing the best way of sharing them with 
patients. We need to learn what method of dissemination would most successfully 
engage patients. For example, it remains to be determined whether leaving leaflets in 
waiting rooms, giving them direct to patients, or carefully discussing them during the 
medical encounter would be the most effective method of imparting knowledge to the 
patient.  
 
11.7 Chapter overview 
In this chapter I have presented the findings of a unique study that has evaluated the 
effectiveness of two patient involvement in safety initiatives: the NPSA’s leaflet 
‘Please Ask about Staying in Hospital’ and the PINK patient safety video. While both 
initiatives show promise they appear to have more of an effect in facilitating patients 
comfort in participation in those behaviours where patients’ baseline willingness is 
particularly low. A number of differences were also found in relation to patient 
characteristics and patients’ perceptions of the initiatives. However, these disparities 
were not consistent across behaviours, thus further work needs to be conducted to 
assess the extent to which the findings can be replicated.    
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CHAPTER 12  
 
Patients’ reports of undesirable events in healthcare  
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 12.1. Introduction  
This chapter will aim to address Research Question 5 by exploring the potential value 
of the patient in incident reporting. I present the conduct and findings of a study 
conducted on hospital patients in the UK that examines patients’ reports of 
undesirable events. For the purpose of this chapter undesirable events have been 
defined as ‘an unintended or unexpected incident, which could have, or did lead to 
harm for the patient’. It is important to point out here that medical errors would fall 
within the category of undesirable events but that not all undesirable events could be 
classified as errors. I decided to keep the focus of the study broad (by also including 
incidents other than errors) because many problems/incidents that happen in 
healthcare, while not medical errors per se (e.g. poor quality food, unresponsive staff), 
nonetheless can still create negative perceptions for the patient regarding their hospital 
experience.  
 
Patients are at the centre of the treatment process and thus should be highly motivated 
to make sure that their care is delivered in the correct manner243,244. As opposed to 
clinical staff who come and go (e.g. due to shift changeover), patients themselves 
observe almost the whole care process.  While the patients may not may possess the 
relevant medical acumen and understand the technical and clinical issues at stake, 
they are prime witnesses of healthcare and thus may be able to notice undesirable 
events in their healthcare management.   
 
At present, knowledge on medical errors or incidents have derived mainly from 
medical record reviews and reports of the health care staff7,9,245,246,247-249. While both 
sources of information have their strengths, like any methodology, they also have 
limitations109,250-251. For example, adverse events are often not recorded in medical 
records, a finding attributed to variable standards for documentation, clinician 
awareness or oversight and concern about liability exposure252,253, and underlying rates 
of adverse events is higher than that detected by a single approach15,254,255. In addition, 
schemes that rely on doctors to report incidences suffer from widespread 
underreporting7-9,109. Therefore, there is a distinct gap in the knowledge base from the 
patients’ perspective. Retrospective accounts from patients on their NHS experiences, 
could help to highlight specific instances when things go wrong and why. Patient 
reports could therefore be seen as a valuable learning tool which could be used to 
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 develop safeguards which could be put in place to reduce the likelihood of similar 
undesirable events happening to patients who receive future healthcare treatment.  
 
Patients can also provide ‘real time’ accounts (i.e. during their hospital stay) of 
problems in their care. By identifying inconsistencies and potential errors patients 
may be able to intercept before such occurrences, in order to reduce their 
susceptibility to medical harm. Indeed, such a viewpoint is supported by the many 
national and international initiatives of late (mentioned in Chapter 3 and 11) that are 
intended to encourage patient participation in safety (e.g. NPSA’s ‘Please Ask’ 
campaign).  
 
Data from my systematic review revealed that preliminary evidence from Switzerland 
and the United States (discussed in Chapters 4 and 5) indicates that patients can be a 
useful source of information provision on the occurrence of errors or undesirable 
events123,169. However a problem with much of the work to date is the lack of 
comparison of patient reported events with clinical notes (e.g. patients’ medical 
records). Furthermore, the time span in which reports were collected varies 
considerably, not only between studies (e.g. during hospitalisation – 12 months post 
discharge) but also within studies (e.g. 6-12 months post-discharge)123,133,150,169,170,175. 
Arguably this could affect the validity of the results, especially given there are 
inherent biases when relying on patients to recall an event that happened a long time 
ago. Moreover, at present there is no published data on patients’ reports of different 
errors or undesirable events that focuses specifically on a UK hospital patient cohort.  
 
Perhaps most important however, is that a fundamental prerequisite to the success of 
patients being involved in incident reporting is that patients are actually willing to 
take on an active role. I raised the point in my systematic review that this is something 
yet to be addressed within the literature. In addition, if patients are willing to 
contribute we need to investigate their preferences on how they would like to deliver 
this information (e.g. over the phone, direct to a healthcare professional or to a 
reporting system). The present investigation aims to address the current gaps in the 
evidence base.  
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 12.2. Aims  
The aims are threefold: 
 
1) to investigate the extent to which patients are able to provide information 
about medical errors or undesirable events they experienced whilst receiving 
health care treatment, and factors that may affect this (e.g. patient 
demographics); 
2) to determine the similarities and differences of problems in medical care as 
observed by patients compared with those detected by experienced clinicians 
reviewing case records;  
3) to investigate the extent to which patients are willing to provide information 
on medical errors or undesirable events they may have experienced in their 
health care, and factors that may affect this (e.g. patient demographics). 
 
 
12.3. Method 
12.3.1. Design  
A mixed methods design was employed using a cross-sectional patient survey and a 
review of case records.  
 
12.3.2. Participants  
A convenience sampling method was employed to recruit medical and surgical 
patients (post-operation) from six wards on an inner city London teaching hospital 
(see Table 12.1 for descriptives on patients’ characteristics). The inclusion criterion 
was the same as for my other empirical investigations (in Chapters 8-11) but, in 
addition, patients also had to have a minimum length of stay in hospital of 4 daysXLVI. 
In total 98 patients who fulfilled the inclusion criterion were approached by the 
researcher; from this, 80 agreed to participate (82% response rate). Patients declined 
participation for the following reasons: the patient was not interested in the study 
(n=6); the patient had to leave for tests before getting chance to read through relevant 
information (n=2); the patient was not well enough (n=8) did not think the study was 
                                                 
XLVI After consulting an expert panel of clinicians it was agreed that patients that were in hospital for 4 
days or more would be more likely to experience errors or problems than those in hospital for a shorter 
length of time (e.g. one day); therefore these patients are more likely to have events to report, thus 
producing more interesting findings for the purpose of this investigation.   
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 important (n=2). Due to the lack of published data in this area it was not possible to 
accurately perform power calculations for the same size of this study213-215. However, 
as a rough estimate Cohen suggests that for this type of study (based on the main type 
of statistical analyses used in this investigation - Chi-square), in order to detect a large 
effect (0.8) at an alpha level of 0.05, a minimum sample size of between 26-48 
participants would be required (dependent on whether there is 1, 2, 3, or 4 degrees of 
freedom in the variable(s) in the analysis)213. 
 
Table 12.1: Patient characteristics  
 
 
Socio-demographic variables 
 
No of subjects (%) 
 
Sex 
Male 
Female 
 
56 (70) 
24 (30) 
Education 
No qualifications  
GSCE’s 
A levels 
Undergraduate degree 
Postgraduate degree  
Vocational training  
 
21 (26.25) 
21 (26.25) 
9   (11.25) 
20 (25) 
4   (5) 
5   (6.25) 
Ethnicity  
Caucasian 
Non-Caucasian   
 
64 (80) 
16 (20) 
Employment  
Employed 
Unemployed 
Retired 
Student 
Registered disabled 
 
33 (41) 
8  (10) 
33 (41) 
3   (4) 
3   (4) 
Speciality  
Medical  
Surgical  
 
45 (56.2) 
35 (43.8) 
Prior experience of medical 
errors 
Yes 
No 
 
 
8  (10) 
72 (90) 
Age  
 
19-88 (mean 58, SD 16.6) 
Length of stay (in days) 4-12  (mean 6.19, SD 1.95) 
 
 
Previous number of times in 
hospital (in last 5 years) 
 
0-15  (mean 3.77, SD 3.53) 
 
 
 
12.3.3. Development and testing of the study materials  
A ‘patient reports of undesirable events survey’ was developed, consisting of 32 
questions in total. Items in the survey were developed through two main stages. First a 
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 list of questions from similar studies in patient involvement in incident reporting was 
generated123,133,169. Second I consulted an expert panel of clinicians for their advice on 
whether any other items should be included in the survey or if any items (from the 
generated list) should be omitted. In order to ensure comprehension of the items in the 
survey and to avoid the misinterpretation of the meaning of items, all survey items 
were pretested iteratively among 20 hospitalised patients in total (see Appendix 12.1 
for patient characteristics of those in the pre-test).  Based on patients’ feedback from 
the pretesting, modifications to the survey were made accordingly.  
 
 
12.3.4. Measures 
12.3.4.1. Patient reports of undesirable events survey   
In total the survey comprised 32 questions. Twenty-seven items in the survey could be 
broken down into healthcare process problems (12 items), medical complications (8 
items) or interpersonal problems (7 items). In addition, patients were asked how 
willing they would be to report errors (3 items). I included these items because there 
is a paucity of extant research on patients’ willingness to report errors. Patients were 
also asked how they would define medical errors (1 item). I included this item 
because I wanted to see whether, as previous research (from my systematic review) 
suggests141, patients conceptualise errors more broadly than the traditional medical 
definition. Patients were also given the opportunity to provide any open-ended 
comments about any of the events in the survey they reported experiencing during 
their hospital stay, or any other problems or errors in their care they wished to discuss 
(that were not covered in the survey). Table 12.2 (overleaf) provides details of the 
different items in the survey and the response format for the items (refer to Appendix 
12.2 for a full copy of the survey). 
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 Table 12.2 Items in the patients report of undesirable events survey   
Area of interest  
 
Items  Example  Response format  
Patients’ reports of 
medical complications  
8 ‘you caught an infection in hospital’ 3 point nominal scale: 
‘yes’ ‘no’  ‘don’t know’ 
Patients’ reports of 
healthcare process 
problems  
12 ‘medical records were not available when 
needed’  
3 point nominal scale: 
‘yes’ ‘no’  ‘don’t know’ 
Patients’ reports of 
interpersonal problems 
7 ‘you were treated with dignity and respect’ 3 point nominal scale: 
‘yes’ ‘no’  ‘don’t know’ 
Patients’ definitions of 
a medical error  
1 ‘If I asked you what a medical error is how 
would you define this?’ 
Patients open-ended 
responses 
Patients’ willingness to 
report errors or 
undesirable events  
3 ‘How willing would to be to report events (like 
the ones considered in this study) to a: 
1) researcher (as in the present study’s case);  
2) local incident reporting system (e.g. hospital 
reporting system);  
3) national reporting system (e.g. NPSA’s 
NRLS)’. 
7 point interval scale: 1= 
‘not at all willing’,  10 = 
‘very willing’ 
Additional comments  1 ‘Are there any other problems or things you 
would to discuss with me to today?’ 
Patients open-ended 
responses 
Total  
 
32   
 
 
12.3.4.2. Patient characteristic questionnaire  
Patients’ demographic data on sex, age, ethnicity, employment and education were 
collected from each participant. Information on prior hospitalisation episodes and 
personal experience (if any) of medical errors was also gathered (see Table 12.1). 
 
12.3.4.3. Retrospective case record review form  
In order to develop the case record review form used for this study a variety of 
resources were used. First, I examined the Modular Review Form (MRF2)257 which 
was developed by colleagues at Imperial College London, aimed at investigating the 
nature and spread of adverse events or critical incidents (if any) in the patients care as 
recorded in the patients medical records. Second, I looked at a case record review 
form that was developed by a fellow colleague at Imperial College London for her 
doctoral work which examined adverse events in healthcare256; the medical component 
of this form has been published in the journal ‘Clinical Medicine’258. Third, I 
consulted an expert panel of clinicians to discuss what information should be 
extracted from the patients’ medical records that would be most pertinent to my study. 
I also showed the clinicians the survey that the patients would be required to complete 
and asked them to note what events (in the patient survey) should, if they have 
occurred, be recorded in the patients’ records. Items that clinicians stated would 
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 ‘definitely not be recorded’ in the patients medical records were omitted from further 
discussion. The remaining items, which all related to medical complications or 
healthcare process problems, were rated by the clinicians as ‘definitely should be 
recorded’ or ‘maybe would be recorded’ in the patients’ records (for further 
information please refer to Appendix 12.3).  
 
After consulting the above resources, a case record review form was developed, 
including 23 items in total. The form comprised 3 items which assessed whether any 
adverse event or critical incident had occurred in the patients care and whether the 
incident was preventable. In addition, the form also included 20 items which 
specifically assessed the occurrence of some of the undesirable events in the patient 
report survey that clinicians (in the development and consultation stage of the form) 
stated ‘definitely should’ or ‘maybe would’  be included in the patients medical 
record. 
 
A full copy of the case record review form can be found in Appendix 12.4. 
 
 
12.3.5. Procedure  
Patients were approached on the hospital wards. After they had been explained the 
nature of the study and given their consent to participate the patient characteristic 
questionnaire was completed. In addition, the patient’s telephone number was noted 
and a mutually convenient time was arranged to telephone the patient after they had 
been discharged in order to go through the items in the patient report survey with 
them. The reason for questioning the patients post-discharge as opposed to during 
hospitalisation was so that data on the whole process of their care could be captured. 
The patient’s hospital number was also recorded so that their medical notes (including 
discharge summaries, nursing notes and medical records) could be tracked and 
retrieved for the purpose of clinical review when the patient had been discharged.  
 
All patients were telephoned between 5-15 days post-discharge (mean 6.74, SD 1.76) 
and asked the questions in the survey. The patient’s medical notes were reviewed by 
two clinicians with experience of case record review work. The clinicians went 
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 through in a systematic manner all of the items in the case record review form 
(specifically developed for this study – see Appendix 12.4). A reliability check was 
performed prior to data collection to ensure the clinicians were coding 
events/problems in the same way (yielding a Kappa score of .97).  
 
 
12.3.6. Data analysis 
Chi-square tests were performed to investigate significant differences (if any) between 
patient characteristics and responses to items in the survey. Anova’s were performed 
to explore significant differences between patient characteristics and patients’ 
willingness to report an error.  
 
Content analysis was used to examine patients’ definitions of medical errors and 
open-ended comments on any problems that occurred in their care. Patients’ responses 
were recorded verbatim and then analysed by 2 researchers in order to identify 
themes.  
 
A reliability analysis (using the Kappa statistic) was carried out between the results 
from the survey and data extracted from the medical records in order to delineate the 
level of agreement between the two sources.    
 
 
12.4 Results 
The results section will be split into three parts. First I will present the overall 
descriptive and statistical findings from the patient reports survey. Second, I will 
examine the level of agreement between the items reported in the patient survey and 
those reported by clinicians in the case record reviewXLVII. Third, I will present the 
findings for any other adverse events or critical incidents that clinicians found in the 
patients medical notes that were not specifically addressed in the patient survey.  
 
                                                 
XLVII As mentioned in Section 12.3.4.3 there were 20 items in the patient report survey that were 
included in the case record review form, these all related to medical complications and healthcare 
process problems. For further information please refer to Appendix 12.3.  
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 12.4.1. Patients’ responses to items in the survey   
Table 12.3 presents descriptive information of patients’ responses to each of the 
individual items in the survey that relate to either healthcare process problems, 
medical complications, or interpersonal problems (27 items in total). The frequency of 
patients that answered ‘yes’ ‘no’ or ‘don’t know’ to each item is provided together 
with the percentage in parentheses. The frequency of items in Table 12.3 pertaining to 
healthcare process problems or medical complications where patients answered in the 
affirmative indicate less favourable assessments of care. Conversely, the frequencies 
of items in Table 12.3 that relate to interpersonal problems where patients answered in 
the affirmative indicate more favourable assessments of care. In total 258 undesirable 
events were reported (rate of 3.2 per person). You can see from looking at Table 12.3 
that patients reported 32 healthcare process problems (4% event rate), 90 medical 
complications (11% event rate) and 136 interpersonal problems (17% event rate). The 
most common medical complication was developing a sore arm because of an 
intravenous drip. The most common healthcare process problem was not receiving 
enough painkillers. The most common interpersonal problem patients reported was 
not being explained how the ward works.  
 
 
Table 12.3. Patients’ responses to all closed-ended questions in the survey  
 
 Yes (%) No (%) Don’t 
know (%) 
Medical complications  
You develop a sore arm or inflammation because of a drip (intravenous line)? 11(13.75) 68(85) 1(1.25) 
You caught an infection in the hospital? 6(7.5) 72(90) 2(2.5) 
You experienced a reaction to a drug? 5(6.25) 74(92.5) 1(1.25) 
You bled a lot after an operation or after a tube was inserted into you 
(catheterisation)? 
5(6.25) 74(92.5) 1(1.25) 
You needed to be transferred to intensive care because of a complication that 
occurred in hospital? 
2(2.5) 78(97.5)  
You developed a pressure ulcer (skin wound) in hospital? 1(1.25) 79(98.75)  
You had to be re-operated on urgently within 3 days of an initial operation? 1(1.25) 79(98.75)  
You were injured as result of fall in hospital? 1(1.25) 77(96.25) 2(2.5) 
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 Healthcare process problems  
Your medical records were unavailable when needed? 17(21.25) 33(41.25) 30(37.5) 
You did not receive enough painkillers? 29(36) 44(55) 7(9) 
Doctors made a wrong diagnosis? 3(3.75) 75(93.75) 2(2.5) 
You were given food/drink you were not allowed on your diet? (e.g. if you were 
NBM) 
3(3.75) 73(91.25) 4(5) 
Your fluids in your drip were not changed when they should have been 10(12.5) 57(71.25) 13(16.25) 
A test was not done when it should have been? 13(16.25) 59(73.25) 8(10) 
A test was repeated needlessly, by mistake? 1(1.25) 75(93.75) 4(5) 
You were given a drug that was not intended for you? 2(2.5) 78(97.5)  
You were confused with another patient during a test or a treatment? 2(2.5) 78(97.5)  
A test was cancelled by mistake? 1(1.25) 75(93.75)  
You were prescribed a medicine you were allergic to? 2(2.5) 76(95) 2(2.5) 
An error occurred in a test result? 7(8.75) 73(91.25)  
Interpersonal problems  
Were the side effects of your medication explained to you? 49(61.25) 28(35) 3(3.75) 
Did healthcare staff introduce themselves and explain who they were? 70(87.5) 7(8.75) 3(3.75) 
Were you explained how the ward works? (e.g. where the toilets are, what time 
meals are?) 
36(45) 42(52.5) 2(2.5) 
Were you explained about what to expect from your treatment whilst in 
hospital? 
48(60) 31(38.75) 1(1.25) 
Were you given enough information about your care after discharge from 
hospital? 
62(77.5) 18(22.5)  
Were you treated with dignity and respect by the doctors and nurses? 76(95) 4(5)  
Did you feel that you could ask questions to doctors and nurses if you wanted 
to? 
74(92.5) 6(7.5)  
 
 
12.4.1.1 Patients’ responses to items in the survey in relation to patient 
characteristics   
 
Patients’ responses to the items in Table 12.3 were analysed further to explore 
disparities (if any) between patients’ responses and patients’ characteristics. In total 8 
different patient characteristics were examined: 1) age; 2) sex; 3)education; 4) 
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 employment; 5) ethnicity; 6) speciality; 7) prior experience of errors, and; 8) number 
of times in hospital.  
 
Chi-square tests revealed that surgical patients were more likely than medical patients 
to report developing an inflammation of the vein (X2 = 6.4, p < 0.05). Surgical 
patients were also more likely to report that their intravenous fluids had not been 
changed when they should have been (X2 = 4.88, p < 0.05).  No other significant 
differences were found.  
 
 
12.4.1.2 Patients’ willingness to report undesirable events   
 
Table 12.4 displays descriptive information for patients’ responses (on a scale of 1-7 
‘not willing’ – ‘very willing’) on their willingness to report undesirable events. You 
can see from Table 12.4 that the method of reporting that patients were most willing 
to engage in was reporting an incident to a researcher.  
 
Table 12.4. Descriptive information on patients’ willingness to report events  
 
Method of reporting  
 
Mean (SD)  
To a researcher  
 
6.19(.73) 
To a local incident reporting system  
 
5.00(.71) 
To a national incident reporting system  
 
 
3.83(.98) 
 
 
Further analyses on the descriptives in Table 12.4 showed there were significant 
differences between patients’ willingness to report undesirable events using the 3 
different methods (F (2, 234)= 163.5, p < 0.001). Bonferoni post-hoc comparisons 
revealed that patients were more willing to report an undesirable event over the phone 
to a researcher (as in the present study’s case) than they were to report to a local or 
national reporting system (p < 0.001). Patients were also more willing to report an 
undesirable event to a local rather than nation reporting system (p < 0.001). 
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 Patients’ willingness scores were then analysed in relation to patient characteristics. 
Patients with prior experience of errors reported they would be more willing to report 
errors to a local or national reporting system (F (1, 78)= 58.93, p < 0.001 and F (1, 78)= 
34.82, p < 0.001 respectively). No other significant differences were found.  
 
12.4.1.3 Additional problems patients reported in their care  
From the total sample (N=80), 42 patients provided open-ended comments concerning 
problems in their care that were not covered in the survey.XLVIII  In total 58 problems 
were reported (rate of 1.4 per person) which could be categorised broadly into 4 
different themes: 
 
• Environmental-related 
• Service-related 
• Healthcare professional-related 
• Procedure-related   
 
Table 12.5 details the different themes, the overall frequency by which each theme is 
mentioned and examples of patients’ verbatim quotes that have relevance to each 
theme. You can see from Table 12.5 that the most common (additional) problems that 
patients reported in their care centred on healthcare professional-related problems, 
namely staff not being receptive to the patients’ needs.  
 
Table 12.5. Patients’ open-ended reports of ‘additional’ problems in their care  
 
Theme  
 
Frequency 
mentioned  
Verbatim quotes  
1. Environmental-
related  
 
 
14 
 
 
‘Bays very busy…too busy’ 
‘The ward did not look very tidy…I though it needed cleaning’ 
‘There should not be mixed bay wards it does not respect dignity of one’  
‘Food was awful…also I am a vegetarian and they gave me a meal with meat in’  
2. Service-related 
 
5 ‘I was sick in my bed and had to wait for ages for the sheets to get changed …I don’t think its 
acceptable’ 
3. Healthcare 
professional-related  
 
 
29 
 
 
 
‘Staff were too busy to ask questions to’ 
‘Staff were not sympathetic to my needs’  
‘I was given too many painkillers and when I told the doctor he did nothing’  
‘Doctors did not answer by questions, they were very evasive’  
                                                 
XLVIII Some of these patients cited more than problem. 
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‘Staff were very patronising – they spoke to me like I was 5 years old’ 
‘I did not receive adequate information from HCP’s to know what to expect in terms of my 
treatment’ 
‘Staff assumed I knew what was happening and did not provide me with any useful 
information’  
‘The nurse was wearing a dirty plaster on her hand’  
4. Procedure-related  10 ‘Its annoying when you go into hospital…your expect things to be done there and then and 
then you end up waiting round for ages’  
‘I was NBM all day and then my operation was postponed until the next day’  
‘I had to wait 6 hours for my medicines – this seems ridiculous to me’ 
 
12.4.1.4. Patients’ definitions of medical errors   
The ways in which patients defined medical errors varied considerably. Patients’ 
responses could be classified in 8 types of themes, each of which contained a number 
of sub-themes. 
 
The main themes that emerged are displayed in Table 12.6. The overall frequency by 
which each theme and sub-theme is mentioned are provided and examples of patients’ 
verbatim quotes that have relevance to each theme/sub-theme are included.  You can 
see from Table 12.6 that rather than patients providing generic definitions of medical 
errors - i.e. definitions that would encompass any type of error; patients provided 
definitions that related to specific types of errors: the most common definitions related 
to medication errors and surgical errors.  
 
Table 12.6. Patients’ definitions of medical errors  
Theme  
 
Frequency 
mentioned  
Verbatim quotes  
1. Misdiagnosis-related 
 
 
 
Doctor giving the wrong 
diagnosis  
Total 19 
 
 
 
4 (out of 19) 
‘when you are diagnosed incorrectly’ 
‘when healthcare professionals decide the wrong thing is 
wrong with you’ 
 
‘when doctors make a wrong diagnosis’ 
2. Medication-related 
2.1.Being given the wrong 
medicine  
2.1.1. Doctors 
giving wrong 
medicine  
 
2.2.Being given a medicine you are 
allergic to  
2.2.2. Doctors 
giving medicine 
allergic to  
 
2.3. Waiting for medicines  
Total of 20 
14 (out of 20) 
 
2 (out of 14) 
 
 
3  
 
1 (out of 3) 
 
 
3 (out of 3) 
 
‘being given a medicine that is not intended for you’ 
 
‘when a doctor gives you the wrong dose of a medicine or 
the wrong type’  
 
‘when you are given a medicine you are allergic to’ 
 
‘errors occur when doctors give you incorrect medicines  
 
 
‘when you are supposed to be given medicines at a certain 
time and then you have to wait ages for them’  
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 3. Mistaken identity-related  
 
Doctors mistaking patient for 
another patient  
Total 4 
 
2 (out of 4) 
‘when you are confused with another patient’ 
 
‘when a doctor gets you mixed up with someone else’  
4. Surgery-related   
4.1 The wrong operation is performed 
4.1.1.Doctor performs wrong 
operation   
 
4.2.Repeat operation  
4.2.1.Operation done 
incorrectly  
 
4.2.2.Complications in 
operation   
 
4.3. Delay in operation  
Total 20 
15 (out of 20) 
 
1 (out of 15) 
 
 
2  
1 (out of 2) 
 
1 (out of 2) 
 
 
3 (out of 20) 
 
‘doing the wrong operation on a patient’ 
 
‘when the doctor does the wrong operation’  
 
 
 
‘when an operation is done incorrectly and it has to be 
repeated needlessly’ 
 
‘having to do an operation again due to complications’ 
 
‘when operation is cancelled and you have to wait for it 
again’  
5. HAI-related 
5.1. Catching an infection  
5.1.1 Catching an infection 
from a doctor 
 
5.1.2. Catching MRSA 
 
5.2.Infected drip  
Total 7 
5 (out of 7) 
1 (out of 5) 
 
 
1 (out of 5) 
 
2 (out of 7)  
 
‘when you get an infection in hospital’ 
‘when you catch something off the doctor as they are not as 
clean as they should be’  
 
‘acquiring MRSA is an error’ 
 
‘when you have a drip in your arm that gets infected’  
6. Procedure-related  
6.1. Wrong procedure 
 
6.2.1.Doctors performing 
wrong procedure  
 
6.2. Repeating procedure needlessly 
 
6.3. Doing procedure incorrectly 
 
6.4. Delay in procedure   
 
Total 12 
4 (out of 12) 
 
2 
 
 
1 (out of 12) 
 
4 (out of 12) 
 
3 (out of 12) 
 
‘when the wrong procedure is done’ 
 
‘when doctors perform a procedure on a patient when they 
are supposed to do another one’   
 
‘when a procedure is repeated when it is pointless to do so’ 
‘when there is a mistake in how a procedure is performed’   
‘when you have to wait ages for your procedure or it is 
postponed’  
7. Treatment-related  
7.1. General problems  
 
7.2. Waiting times  
 
7.3. Wrong treatment  
7.4. Incorrect treatment   
Total 13 
5 (out of 13) 
 
3 (out of 13) 
 
3 (out of 13) 
2 (out of 13) 
 
‘when there are problems in your treatment’  
 
‘when you have to wait a long time for treatment’ 
 
‘when you are given the wrong treatment’  
‘when a treatment is not done as per guidelines’ 
8. HCP-related 
8.1. HCP non-compliance  
 
8.2. HCP forgetfulness   
 
HCP  non-disclosure  
Total 16 
10 (out of 16) 
 
4 (out of 16) 
 
2 (out of 16) 
‘when staff make a mistake’ 
‘when staff do not do things correctly in accordance with 
the recommended guidelines’  
‘when staff forget to do what they are supposed to’  
 
‘when healthcare professionals do something wrong and 
then try and cover it up’ 
Note:  
- Sub-themes are indented in the far left-hand column.  
- When patients have specifically defined errors in relation to the action(s) of specific healthcare staff 
(e.g. doctors), this is provided as sub-themes.  
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12.4.2. Comparisons between patient reports and medical records 
This section of work presents the level of agreement between patients’ reports of the 
20 items in the patient survey that clinicians rated should either ‘definitely be 
recorded’ or ‘maybe would be recorded’ in the patients medical records (see Section 
12.3.4.3 and Appendix 12.3 for further information). A sub-set of the total sample (60 
out of 80) was used for the purpose of this analysis.XLIX The frequency of patients that 
answered in the affirmative or negative to the occurrence of each undesirable event 
and the frequency identified in the medical records are reported in Table 12.7. The 
level of agreement (i.e. Kappa statistic) and significance of agreement (in parentheses) 
between the 2 sources are also provided.  
 
On inspection of the findings in Table 12.7, patients (n=60) reported a total of 90 
medical complications or healthcare process; 30 of these events were picked up by the 
medical record review. You can see from looking at Table 12.7 that the medical 
record review did not identify any events in the patient report survey that were not 
reported by the patientsL.  
 
12.4.3. Analysis of case note reviews 
This section of results describes the frequency and type of ‘adverse events’ and 
‘critical incidents’ that the clinicians found in the patients’ medical records (based on 
the subset of 60 patients).  
 
In total, the clinicians identified 9 adverse events (15% adverse event rate) and 2 
critical incidents (3% rate). Six of these events (55%) were considered preventable. 
Information on the type of event, outcome of event and whether the patient reported 
the event in the telephone survey is provided in Table 12.8. You can see from looking 
at the table that with the exception of one patient, all the critical incidents and adverse 
events that the clinician found were reported by the patients in the telephone 
interviews. 
 
XLIX Some of the patient’s medical records were still being used by clinicians on the hospital wards at 
the time of submitting this thesis thus it was not possible to review all the medical records prior to 
submission.  
L I did not calculate the sensitivity and specificity of these results as in order to do this calculation I 
would have had to use either the medical record or the patient reports as the ‘gold standard’ and neither 
source alone is a sufficient accurate diagnostic tool for medical errors or undesirable events.   
 Table 12.7. Level of agreement between patients’ reports and medical notes  
 Yes found in record  
 
No not found in record  Kappa (p) 
 Yes reported 
by patient   
No not reported 
by patient  
Yes reported 
by patient   
No not reported 
by patient  
 
Medical complications       
1.You develop a sore arm or inflammation because of a drip (intravenous line)? 4 0 5 51 .41 (<.001) 
2.You caught an infection in the hospital? 4 0 1 55 .64(<.001) 
3.You experienced a reaction to a drug? 1 0 1 58 .66(<.001) 
4.You bled a lot after an operation or after a tube was inserted into you (catheterisation)? 0 0 5 55 * 
5.You needed to be transferred to intensive care because of a complication that occurred in 
hospital? 
1 0 0 59 1 (<.001) 
6.You developed a pressure ulcer (skin wound) in hospital? 0 0 0 60 * 
7.You had to be re-operated on urgently within 3 days of an initial operation? 1 0 0 59 1 (<.001) 
8.You were injured as result of fall in hospital? 1 0 0 59 1 (<.001) 
Healthcare process problems       
9.Your medical records were unavailable when needed? 6 0 10 44 .47(<.001) 
10.You did not receive enough painkillers? 7 0 13 40 .24 (<.02) 
11.Doctors made a wrong diagnosis? 1 0 2 57 .49 (<.001) 
12.You were given food/drink you were not allowed on your diet? (e.g. if you were NBM) 0 0 2 58 * 
13.Your fluids in your drip were not changed when they should have been? 1 0 8 51 .18 (< .05) 
14.A test was not done when it should have been? 1 0 9 50 .16 (< 0.05) 
15.A test was repeated needlessly, by mistake? 1 0 0 59 1 (<.001) 
16.You were given a drug that was not intended for you? 1 0 1 58 .66 (<0.001) 
17.You were confused with another patient during a test or a treatment? 0 0 0 60 * 
18.A test was cancelled by mistake? 0 0 1 59 * 
19.You were prescribed a medicine you were allergic to? 0 0 1 59 * 
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20. An error occurred in a test result? 0 0 1 59 * 
Total  30 0 60 1110  
Note: In order to compute the Kappa scores patients that answered ‘no’ or ‘don’t know’ to any of the items were grouped together. 
- There were items in Table 12.7 where Kappa scores could not be computed because at least one item in the 2-way table upon which measures of association were computed 
was constant - i.e. at least one of the cells in Table 12.7 that relates to patients’ reports or the medical record is empty. 
 
 Table 12.8. Types and frequency of adverse events and critical incidents  
 
Description  AE or 
CI 
Preventable Outcome for 
patient  
Identified by 
patient 
Acute coronary following left femoral 
pouteal bypass 
AE No Increased length of 
stay  
Yes 
Delay in operation  AE  Yes  Increased length of 
stay 
Yes 
Large intra-operative bleed requiring 
blood replacement  
CI No  Increased length of 
stay 
Yes 
Left sided hemiplegea following CABG AE No  Increased length of 
stay and follow up 
treatment post-
discharge  
Yes  
Operation arrangements cancelled twice 
and then patient escaped and came back to 
ward drunk which further postponed 
treatment  
CI Yes  Increased length of 
stay as patient had 
to wait to sober up 
before operation  
No  
Surgical wound infection  AE No  Increased length of 
stay 
Yes  
Surgical wound infection AE Yes   Increased length of 
stay 
Yes  
Surgical complications – epidural did not 
work resulting in chest infection and 
urinary tract infection  
AE Yes Increased length of 
stay 
Yes  
The patient fainted following an 
angiogram – the patient was injured due to 
falling in hospital  
AE Yes Increased length of 
stay 
Yes  
The patient acquired an infection   AE No  Increased length of 
stay 
Yes  
The patient acquired MRSA   AE Yes  Increased length of 
stay 
Yes  
Note: Some of the above events in Table 12.8 were covered in the patient report survey; some of the ‘other’ events 
described in Table 12.8 were reported by patients at the end of the patient report survey when they were given the 
opportunity to provide additional information on any problems or errors that occurred during their hospital stay.  
 
 
12.5 Discussion  
This study is the first of its kind to empirically investigate patients’ reports of 
undesirable events in healthcare in a UK hospital setting, and compare the reports to 
information recorded in patients’ medical records. In addition, unlike other studies in 
this area (e.g. in the US123 and Switzerland133) the present work also provided a 
measure of patients’ willingness to be involved in the reporting of undesirable events 
or medical errors.  Here I consider the key findings in more detail.  
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 In total patients reported 258 undesirable events in their healthcare. The majority of 
these events were interpersonal problems accounting for 53% of all events. The most 
commonly reported events related to lack of explanations on how the hospital ward 
operates (e.g. what time meals are) and what to expect in terms of their treatment. 
While these events are not errors per se they could still, in turn, lead to negative 
effects (either psychological or physical) on the patient. For example, patients are 
generally quite anxious about staying in hospital; for most patients this is an 
unfamiliar experience and is a situation in which they have to relinquish a lot of 
control. If patients feel particularly uninformed on what to expect during their hospital 
stay (both in terms of their treatment and more generally how the ward works) this 
can serve only to heighten patient anxiety.  In addition, if patients have not been given 
information regarding their treatment or explained information in a way they 
understand, this can result in patient non-adherence to medical advice. This, in turn, 
could catalyse the likelihood of a treatment complications or problems.  
 
In addition to above, a number of patients in the investigation reported that the side 
effects of their medication had not been explained to them. This has salient 
implications for the potential value of the patient in medication safety-related 
behaviours. Within this context, as we have seen from findings in the systematic 
review142,148,153,154,174 one of the most important ways that patients can contribute is by 
reporting adverse drug reactions or unanticipated side effects to their medication. By 
doing this prompt action can be taken by healthcare staff to mitigate the outcomes of 
the effect. However, patients can only be involved in this behaviour if they are aware 
of what to expect in terms of their medications (i.e. what the (adverse) side effects 
are).  
 
In relation to events that related to healthcare process the most frequently cited 
problem was inadequate amount of pain relief. Given that pain is a subjective 
experience it is impossible for healthcare staff to know for sure whether patients 
require more painkillers. This is one area therefore where patients should be 
encouraged to speak up because this could help to reduce their level of discomfort, 
thus having immediate benefits to the patient. In addition to this finding, quite a large 
number of patients stated their medical records were unavailable when needed. Given 
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 that patients observe almost the whole process of their care they could help to 
alleviate the problems associated with medical records not being readily accessible by 
providing important information required by healthcare staff; for example, current 
symptoms, medical history, and tests or procedures they are awaiting.  
 
In relation to the medical complications the most common events cited were 
developing a sore arm because of an intravenous drip and catching an infection in 
hospital. These are events that patients could help to reduce their susceptibility to, or 
mitigate the effects of (if and when) they do occur. For example, by patients asking 
staff if they have washed their hands this could reduce the likelihood of infection and 
by patients identifying and reporting problems (such as their IV drip making their arm 
sore) to healthcare staff this could help mitigate (any) negative effects of the event. 
This is providing of course, that patients feel confident and able to speak up and voice 
their concerns; unfortunately however, research derived from my systematic review 
indicates that not all patients may be willing to do this120,122,161.  
 
Patients also provided a number of additional comments relating to general problems 
in their care including environmental-related (e.g. wards being too busy), service-
related (e.g. poor quality food), procedure-related (e.g. procedure postponed) and 
healthcare professional-related problems (e.g. staff were too busy to ask questions). 
The latter of these problems accounted for fifty percent of all the problems cited by 
patients. For example, patients complained that staff were too evasive and did not 
answer questions or were very patronising. This has important implications for the 
safety of the patient because communication problems can be a major contributory 
factor to errors. If we are trying to encourage patients to speak up and alert healthcare 
professionals to errors, this can only be successfully achieved if patients feel 
comfortable doing this; this will be unlikely if patients feel that staff are unresponsive 
to their needs or are already too busy dealing with the every day running of the wards.  
 
In terms of the level of agreement between patients reports and the data extracted 
from the medical records, the results overall were very promising. The level of 
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 agreement was computed for 13 of the items in the surveyLI; all of which were in 
significant agreement of each other. The results further revealed that the medical 
record review did not identify any events in the patient report survey that were not 
reported by the patients (i.e. patients reported more events in the survey than were 
yielded by the case record review). However, it is noted that many of the events that 
patients reported (that were not recorded in the records) were those events that 
clinicians rated ‘maybe would be included’ in the records but not ‘definitely would be 
included’ (e.g. medical records not available when needed, not being given enough 
painkillers- for further information see Appendix 12.3) – this could help to account 
for some of the variability to findings.  Despite this however, these findings provide 
strong support for the value of the patient in incident reporting by showing that 
patients are able to identify undesirable events or errors that occur in their care. These 
findings are much more promising than most of the previous research in this area. for 
example, Prior research has shown that patients may have different definitions of 
unsafe care  to the traditional medical definition173, or may not report the same events 
or errors that are recorded in the medical records175. A possible explanation for these 
findings could be that one of the limitations of similar research in this the time lag 
between patients being discharged from hospital and the point at which patients’ 
reports were collected (e.g. some studies waited until a year after discharge before 
collecting patient reports175); arguably, this could affect the reliability of the results. 
This study addressed this limitation by ensuring all patients reported events between 
5-15 days post discharge, when the events were still fresh in their mind.  
 
With regards to patients’ definitions of errors, what was clear was, unlike previous 
research (from my systematic review) that suggests patients conceptualise errors 
broadly141, most patients in my study defined errors in the traditional medical sense. 
Noticeably, patients tended to define errors in relation to specific types of errors (e.g. 
medication errors, HAI’s) as opposed to defining the term medical error more 
generically (i.e. to encompass any type of error). This again supports the point that I 
made in Chapter 5 - the findings suggest that patients do understand (at least in part) 
what medical errors are but that they may find it hard to think about errors abstractly 
                                                 
LI These were the only items in which it was possible to calculate Kappa scores. 
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 (i.e. errors in general) and instead need to think of errors in terms of concrete 
examples (e.g. medication errors). 
 
The results of this investigation revealed that patients vary in their preferences for 
reporting errors and that these preferences may be mediated by the method in which 
they are required to report. In this study patients were more willing to report events to 
a person over the phone (as part of the study) than they would be to report to either a 
local or national reporting system. The reason for this is unclear, though it could be 
that patients do not perceive any benefit to reporting such errors; a finding which may 
be particularly evident in those patients with no experience of errors.  For example, in 
this study patients with prior experience of errors were more willing to report errors to 
both local and national systems. Given their past experiences, these patients may feel 
they have more of vetted interest in trying to make healthcare safer; not only for 
themselves in future care episodes but also for other patients. In addition, patients that 
have experience of errors are more likely to know how and where to report errors, 
which, in turn, could affect their willingness levels. Conversely, those patients with no 
experience are likely to lack the requisite knowledge. This view is supported by the 
fact that many of the patients in this investigation that had prior experience of errors 
understood what incident reporting systems were, whereas the majority of patients 
that had no experience of errors needed me to explain to them what incident reporting 
systems were before they answered items the (relevant) question(s) in the survey.  
Given this issue could have potentially confounded the results, an air of caution needs 
to be paid when interpreting these findings.  
 
Overall the results of this investigation are very promising. However, it is clear there 
is pressing need for future work in this area. This is the first study of its kind in the 
UK, thus further research is required to investigate to what extent the findings of this 
investigation can be replicated and the degree to which they can be generalised to 
other patients cohorts. In addition while the present research has shown that patients 
are able to identify errors or problems in their care, we can only learn from patients if 
they are willing to report this information. With this in mind, we need to learn what 
the best strategies may be to successfully encourage patient involvement in this area.   
 
 278
 
 
  279
 
 
In conclusion, while there is still much more that needs to be learnt about the patients 
role in incident reporting, this study has shown that patients are able to report errors in 
their care; they can also provide useful information about other problems (i.e. not 
errors per se), that could be used to improve the delivery of healthcare services. I 
argue therefore, that the patients’ role in incident reporting should be encouraged at 
all times, providing of course the patient is able and willing to participate.   
 
12.6 Chapter Overview 
In this chapter I have presented the findings of a novel study in the UK that examines 
medical and surgical patients’ reports of undesirable events in their healthcare. The 
key findings of this work show that (at least for the present sample population) 
patients are able to detect errors that are both recorded and not recorded in their 
medical records. With this in mind the patients’ role in this area of patient safety 
should be strengthened so that we can gain a greater understanding of the 
epidemiology of errors and make healthcare systems safer as a result.   
 
  
 
 
 
 
 
CHAPTER 13   
 
 
General Discussion 
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 13.1. General Overview  
The research in this thesis set out to explore how able and willing hospital patients are 
to participate in safety-related behaviours. In this chapter the key findings of the work 
in relation to the research questions stated in Chapter 7 are summarised. The main 
limitations of the research methodologies are highlighted and recommendations for 
future research within the patient involvement in safety field provided. The practical 
implications of the research findings are also discussed and comparisons with relevant 
extant data in the field summarised. Overall conclusions of the work and reflections 
on the paradigm of patient involvement in safety are provided at the end of the 
chapter. 
 
 
13.2. Overview of findings in relation to my research questions  
In the previous research chapters the findings from the empirical investigations have 
already been discussed in some depth. In this section therefore, a summary of the key 
findings is provided rather than a detailed discussion.  
 
13.2.1. Research Question 1. How willing are patients to ask questions related to the 
quality and safety of their healthcare?  
 
Several factors in particular appear to be important in determining patients’ 
willingness to ask questions related to the quality and safety of their healthcare 
management, including: 
 
- the type of question – data unanimously indicates that patients are more 
willing to ask ‘factual’ as opposed to ‘challenging’ questions to doctors and 
nurses; 
- who the question is directed to – patients are more willing to ask doctors 
‘factual’ questions than nurses, but are less willing to ask doctors 
‘challenging’ questions than nurses; 
- whether they are given encouragement – patients are more likely to question 
healthcare staff if they are given instructions or encouragement by doctors or 
nurses. 
  
 
 281
 
 
 13.2.2 Research Question 2. How willing are patients to participate in safety-related 
behaviours? 
 
Patients’ willingness to participate in different safety-related behaviours appears to be 
modulated by the properties of the behaviour; namely: 
 
- the action  – e.g. patients are more willing to bring medications and a list of 
allergies they have into hospital than to notify doctors and nurses of problems 
or errors;  
- the characteristics of the action – e.g. patients are more willing to ask doctors 
and nurses factual questions than to notify them of problems/errors in their 
care, but they are less willing to ask ‘challenging’ questions  than to notify 
healthcare staff of problems/errors; 
- whether they are given encouragement – doctors and nurses can increase 
patients’ willingness to participate, in particular in those behaviours where 
patients’ baseline willingness is particularly low (i.e. generally those 
behaviours that could be perceived as ‘confrontational’ or less familiar to the 
patient).  
 
 
13.2.3. Research Question 3. To what extent can the Patient Involvement in Safety 
Model (PISM) be used to predict patient participation in safety-related behaviours? 
 
The PISM appears to be a useful explanatory model in predicting patient involvement 
in safety. However, several key factors appear to affect its predictive value, including:  
 
- the type of safety-related behaviour – e.g. the PISM accounted for a higher 
variance in patients’ intention to report an  error to a national reporting system 
than patients’ intention to bring their medication into hospital; 
- who the patient is interacting with – e.g. the model yielded higher predictive 
value when examining patients’ intention to ask doctors as opposed to nurses 
about their hand hygiene practices. 
 
In addition, across behaviours, the construct of the PISM that appears to have the 
greatest overall impact on patients’ intentions to participate are control beliefs – in 
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 others words the extent to which patients feel confident in their capabilities to take on 
an active role in safety-related aspects of their healthcare management. 
 
13.2.4. Research Question 4. What is the value of current patient involvement in 
safety videos and leaflets?  
 
Both ‘video’ and ‘leaflet’ appear to be effective strategies at increasing patients’ 
willingness to participate in the safety of their healthcare management. However, the 
efficacy of the initiatives was largely affected by one factor: 
 
- both the leaflet and video had more of an impact on increasing patients’ 
comfort at participating in those behaviours where patients’ baseline 
willingness to participate is very low (generally those behaviours that are 
‘confrontational’ in nature). 
 
In addition to the above, several key findings were observed, including:  
 
- patients highlighted the importance of incorporating the patients’ perspective 
in the design stage of the initiatives – only half those patients questioned felt 
the initiatives contained the information they required; 
- the majority of patients thought patient-focussed leaflets and videos (like those 
evaluated) should be accessible to patients whenever they want; 
- none of the patients had ever seen the patient safety leaflet evaluated in my 
investigation (see Chapter 10) – despite the fact it has been publicly available 
since 2006.  
 
13.2.5. Research Question 5. What is the potential value of the patient in reporting 
errors or problems in their hospital care?   
 
There is much scope for patients to contribute to our understanding of the 
epidemiology of medical errors by reporting errors or problems in their healthcare. In 
particular, the results of the research revealed: 
 
- patients were able to define errors, though tend to provide specific definitions 
(i.e. related to one type of error) rather than global definitions (i.e. defining the 
term ‘medical errors’ in general); 
 283
 
 
 - patients were more likely to report interpersonal problems than medical  
complications or healthcare process problems; 
- patients are more willing to report errors to a researcher (for the purpose of a 
study) than to a local or national reporting system; 
- patients were able to report all the medical complications and healthcare 
process problems that were  identified by the clinicians when reviewing the 
patients medical records.  
 
 
13.3. Factors that could affect patient involvement  
The findings from the systematic review and empirical investigations revealed a 
number of factors that could influence patients’ attitudes and subsequent preferences 
for involvement. These factors can be grouped into the following categories: 
 
- Patient-related: patients’ knowledge and beliefs about the epidemiology of 
errors; error prevention strategies and the role they think they could have in 
preventing errors; experiences with healthcare delivery, and; demographic 
characteristics;  
- Illness-related: severity of the patient’s illness(es) and symptoms, and; prior 
experience of medical errors; 
- Healthcare professional-related: the way in which healthcare professionals’ 
interact with patients and the extent to which they encourage/discourage 
involvement, and; the professional role of healthcare staff;  
- Healthcare setting-related: type of healthcare setting; admission process, and; 
caseload and length of stay; 
- Task-related: the specific properties of the behaviour, the time at which the 
action is required and whether the patient has been given information 
concerning involvement in the behaviour.   
 
From the aforementioned factors, prior experience of error, sex of the patient, and the 
patients’ control beliefs appear to have the greatest overall effect; women, those with 
experience of errors or those who feel confident in their capabilities to take on an 
active role are more willing to participate. However, given that research in this area is 
still in its infancy and extant data has been generated from a variety of different 
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 studies using disparate methodologies it is impossible at this stage to infer the relative 
salience of any one factor on patients’ willingness to participate.  
 
 
13.4. Limitations of current research    
While every attempt was made to conduct the research in this thesis in the most 
reliable and valid way, there are several limitations relating to the research 
methodologies that should be borne in mind when interpreting the findings.   
 
First, data was only collected from medical and surgical patients in one teaching 
hospital. The extent to which the findings are representative of other medical and 
surgical patients at different sites, and the degree to which the findings could be 
generalised to other patient cohorts (e.g. cardiology, urology, geriatrics) remains to be 
determined.  In addition, patients that could not speak or understand the English 
language were automatically exempt from participating in the investigations in this 
thesis. While this was to ensure that the researcher could communicate effectively 
with the patient and that the patient understood what was required of them, it may be 
the case that those patients with language barriers are the patients we most need to 
target.  Arguably, such patients may be more vulnerable to errors, due to their 
inabilities to communicate important health-related information to clinicians and to 
speak up if they have any concerns or notice any problems in their healthcare 
management.  While it is acknowledged that designing studies to investigate 
vulnerable patients (such as those with language barriers) attitudes towards patient 
participation in safety would be by no means an easy task, this does mean that their 
views should be ignored; rather simply that careful thought and planning is required to 
decide how best we can incorporate the ‘vulnerable’ patients attitudes into the patient 
involvement in safety movement.    
 
Second, all the studies were cross sectional thus there was no temporal separation of 
the explanatory variables from the outcomes, which makes it difficult to infer 
causality (i.e. to determine whether the variable predicted the outcome).  
 
Third, all the studies were based on patients self-reported willingness to participate. 
While, there were many reasons, both practical and logistical, why it was not possible 
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 to directly observe patient participatory behaviours, there are inherent limitations in 
relying on patients self reports of how they might behave - we do not know at present 
to what extent patients’ intentions to participate can be used as a proxy measure for 
patients actual levels of involvement.  
 
Fourth, while every attempt was made to validate the survey measures in this thesis, 
and all surveys were pre-tested on patients and adapted accordingly before use, more 
in-depth work should be carried out to ascertain whether the surveys can be improved 
further (e.g. in terms of validity) to produce even more interesting findings and add 
greater insight into the realm of patient involvement in safety. In addition, those items 
in the surveys that examined patients’ willingness to participate in safety-related 
behaviours (e.g. asking staff about hand washing), required patients to think abstractly 
(i.e. in any medical encounter) about their preferences for involvement; providing 
patients with concrete examples (e.g. specific scenarios) in which they have to decide 
how willing they would be to participate may produce more insightful findings.  
 
Finally, in this thesis the impact that ‘video’ ‘leaflet’ and ‘healthcare professionals’ 
encouragement’ had on patients’ willingness to participate in safety-related 
behaviours was examined. This was explored within different groups of patients 
because it was felt that if patients participated in more than one of the investigations 
they may have displayed practice effects or demand characteristics (i.e. the Hawthorn 
effect). However, on reflection, given the confluence of factors that affect patient 
involvement, it may have been better to subject the same group of patients to different 
patient involvement in safety interventions (e.g. ‘video’, ‘leaflet). By doing this it 
would ensure (as much as possible) that all the other variables that could influence 
participation or willingness to participate (e.g. patient demographics, prior experience 
of errors, knowledge and beliefs) would be held constant thus there would be less 
potential for the confounding of findings.    
 
These gaps in the evidence base should be addressed within future work within the 
patient involvement in safety paradigm. 
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 13.5 Recommendations for future research 
As a result of conducting this work a number of priorities for future research have 
been identified (see Box 13.1). It is beyond the scope of the present section to discuss 
in detail how we can go about addressing these priorities. However, to provide an 
indication of the types of studies that should be conducted; a brief summary of ideas is 
given below.  
 
13.5.1. Investigating how patients’ preferences for involvement may vary through 
the care trajectory  
 
To date, no work has been carried out on a longitudinal level that investigates 
patients’ preferences for participation in safety-related behaviours. To address this, 
case studies on patients could be carried out. As a starting point, elective patients 
undergoing a minimally invasive surgical procedure for which the care pathway is 
easily ‘mappable’ (e.g. laparoscopic cholecystectomy) could be observed. In the first 
instance, socio-demographics disparities could be controlled for, so that the impact of 
other factors (e.g. encouragement of healthcare professionals to participate) on 
patients’ preferences for participation could be delineated. Further case work could 
then be performed to examine to what extent the findings could be applied to more 
complex surgical procedures where the care pathway is less uniform (e.g. those 
patients admitted as an emergency or specific patient specialities such as oncology 
patients). 
 
 
13.5.2. Delineating efficacious ways to engage the patient  
 
In terms of engaging patients in the safety of their healthcare, infection control is one 
area of patient safety in which preliminary data indicates the patients’ role could be 
particularly valuable; for this reason it is used as an exemplar here. In this context, 
intervention studies (discussed in detail in Chapters 4 and 5) aimed at increasing 
patients’ willingness to ask healthcare staff if they have washed their hands have 
assessed the level of soap usage or alcohol based gel and used this as a proxy measure 
for hand washing compliance by healthcare staff50,51,162. The studies concluded that 
handwashing compliance increased during the intervention period. The work 
employed a multi-modal approach where patients were given brochures educating 
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 them on the importance on hand hygiene practices and were given prompting aids 
(e.g. badges that said ‘did you wash your hands?’) to remind them of the importance 
of engaging in this activity.  However, the research did not individually evaluate the 
efficacy of any one mode of encouragement so it is impossible to determine causality 
for any one factor. This limitation could be addressed by conducting a randomised 
controlled trial, comprising different modes of encouragement. For example, in the 
first 6 months patients could be given an educational brochure on HCAI’s; in the 
second 6 months patients could be given prompting aids (e.g. badges); in the third 6 
months patients could be given direct encouragement by healthcare staff, and; in the 
last 6 months a combination of all three modes could be used - this would enable both 
the individual impact and the collective impact of the interventions to be empirically 
evaluated.    
 
 
 
13.5.3 Exploring patient involvement in safety from the healthcare professionals’ 
perspective  
 
Given the pivotal role that healthcare professionals could play in encouraging patient 
participation, one area which is a particularly important avenue to explore is 
healthcare professionals’ attitudes towards patient involvement in safety. This should 
be examined from two perspectives (assessed for example by a questionnaire study): 
1) to what extent healthcare professionals would support patient involvement in 
safety-related behaviours, and; 2) to what extent healthcare professionals as a patient 
themselves in hospital would be willing to participate in safety-related behaviours. 
Intuitively it makes sense that given doctors and nurses medical acumen, and their 
familiarly with the hospital context, they would be prime candidates for participating 
in safety-related behaviours (if they themselves were a patient admitted into hospital); 
this view however, remains to be empirically determined.  
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Box 13.1 Recommendations for future research in patient involvement in safety  
 
- Investigate in more detail: factors that could affect patients’ preference for involvement, and; 
delineate interaction effects between factors and the impact these could pose on patients’ 
participatory levels. 
- Explore patient involvement along the care pathway to examine to what extent patients’ preferences 
for involvement may vary as a function of their stage in the trajectory.  
- Examine further patients’ attitudes towards current patient involvement in safety initiatives, with 
particular emphasis placed on: the content and level of safety-related information in the initiatives, 
and; whether the information meets the patients safety-related information needs. 
- Investigate patients’ attitudes towards current incident reporting systems such as the NRLS; 
particular emphasis should be placed on whether patients know about this system and the extent to 
which they would be willing to use it. 
- Gain a deeper understanding of the PISM in predicting patient involvement by: learning how the 
value of the model may vary situationally; examining the constructs that appear to be most pertinent 
in predicting involvement; identifying additional constructs (if any) that should be included in the 
model to improve its predictive value; investigating how the model can be utilised to design, 
implement and evaluate initiatives and to guide behaviour change in the patient involvement in safety 
paradigm. 
- Understand the extent to which patients’ intentions to participate is a reliable predictor of their actual 
involvement in safety-related behaviours. 
- Learn more about the process and effects of giving patients a greater role in terms of a reduction in 
the incidence rate of medical errors. 
- Investigate what roles (if any) health care professionals see as appropriate for the patient (in terms of 
involvement in safety) and the extent to which this may vary across health care setting and cultural 
and social disparities.  
 
 
13.6. Implications, challenges and recommendations   
While engaging patients in the safety of their health care could have many benefits to 
the patient, namely by reducing their susceptibility to medical errors, designing 
interventions to successfully encourage patient participation will be by no means an 
easy task. As we know there is much heterogeneity within the patient population (in 
terms of socio-demographic differences, stage and severity of illness, etc); data in this 
thesis has shown how these disparities may pose a ‘knock-on’ effect on the extent to 
which patients may actually want to be involved in improving the safety of their 
healthcare.  
 289
 
 
 The relationship between the determinants or factors that influence patients’ 
willingness to participate may also be mediated by the temporal relevance of the 
safety-related behaviour in question. For example, asking a surgeon if they have 
marked the surgical site will only be pertinent to a patient undergoing surgery after 
admission into hospital and prior to their operation. Alternatively, asking staff if they 
have washed their hands would be considered a valuable infection control measure at 
any time point in the care trajectory. With this in mind, there is less opportunity for 
patients to participate in the former behaviour than the latter. Equally there is less 
chance for the patient to increase their sense of control in such participation; a factor 
which has been shown in both the review and empirical work in this thesis to have a 
salient influence on patients’ intentions to participate and actual participatory levels.  
 
In addition, compared to other areas of patient involvement in healthcare (e.g. chronic 
disease management), patient participation in safety presents some unique challenges 
which are worthy of mentioning.  First, the topic itself is novel to most patients; while 
most patients (if not all) will have heard of medical errors, many will lack familiarity 
with the concept of the patient themselves helping to ameliorate the incidence rate of 
such occurrences. Second, unlike for example, chronic disease management, patient 
engagement in safety often does not result in observable improvements to the 
patient’s health. For example, consider self-management in the chronic disease 
paradigm - one way to get patients to change their behaviour is for them to monitor 
their experience of their illness over time. In this context it is essential for patients to 
participate in order to prevent the progression or exacerbation of symptoms. 
Achieving this in the context of safety is a much harder task for three reasons: 1) 
patient involvement in safety is much more transient; 2) with the exception of those 
behaviours that mitigate the effects of errors when they have occurred (e.g. notifying 
staff if the wrong drug has been administered), most safety-related behaviours do not 
result in observable improvements to the patients’ health - given this, patients may 
perceive little incentive to participate; 3) while for some patients involvement in any 
type of health-related behaviour may present somewhat of a challenge (e.g. due to 
lack of knowledge, perceived lack of control, or fear of looking stupid), patient 
involvement in safety is particularly challenging not only due to the unfamiliarity of 
the topic itself, but  also due to the ‘confrontational’ characteristic which is unique to 
certain safety-related behaviours. For example, asking staff if they have washed their 
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 hands is a behaviour that patients perceive as particularly difficult to engage in 
because they feel they are directly challenging the clinical abilities of healthcare staff.   
 
The points raised here are not an attempt to dissuade healthcare professionals or 
policy makers from encouraging patients to be involved, far from it in fact, but it 
should be made clear that designing effective interventions to successfully engage 
patients will require careful thought. Rather than one factor alone, patient’ preferences 
for involvement will be mediated by a complex interplay of intrinsic and extrinsic 
factors. It is unlikely that interventions adopting a ‘one size fits all’ approach will be 
successful in facilitating patient involvement. Interventions which are targeted 
carefully to specific patient groups and employ a ‘multi-modal’ approach are probably 
more likely to engage patients successfully. For example, specific interventions could 
be targeted at chronically ill patients who have substantial knowledge both of their 
illness and its treatments and also of the healthcare system.  
 
However, despite a confluence of factors mediating patient preferences for 
participation, there are several key factors that appear to be important players in 
predicting the ‘able’ patient’s involvement that can be applied to almost any situation: 
 
- patients need to have the knowledge to participate – patients cannot 
participate if they do not know how to; 
- patients need to know where to access this knowledge – if patients want to 
learn about how they can participate they need to know where they can access 
safety-related information resources; if information is not available to patients 
- either due to lack of patient understanding on where to access resources, or 
due to lack of availability to resources, any benefit(s) the resource could have 
(in terms of increasing patient involvement) will be lost.  
- patients need to feel in control - patients need to feel confident in their 
capabilities to take on an active role, otherwise it is unlikely they will 
participate; 
- patients need support and encouragement - often patients feel intimidated or 
rushed to speak up or participate in the medical encounter – therefore 
whenever possible healthcare professionals should support and empower 
patients to be involved. This is particularly important in the context of safety 
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 because: 1) patients may feel that learning about involvement in safety 
(especially at the early stages of diagnosis) may be superseded by different 
needs, and 2) many safety-related behaviours directly confront the way in 
which healthcare professionals perform their clinical tasks, thus patients may 
not participate unless they know that such engagement is perceived as 
acceptable to the healthcare staff involved in their care.  
 
The above issues should be borne in mind for those working within health policy or 
within the NHS that are actively involved in work in the patient involvement in safety 
field. Empowerment should be a key feature of any intervention aimed at the patient 
so that their sense of self-efficacy in performing safety-related behaviours is 
increased. In addition, in order to achieve effective and sustainable outcomes for the 
active involvement of the patient, it is important to foster a working partnership 
between patients and healthcare professionals. Involving health care professionals in 
the implementation of patient-focussed initiatives could be a useful strategy for 
reinforcing/encouraging patient participation, particularly for those behaviours that 
patients are less inclined to engage in.  For example, by asking health care 
professionals to tell patients that “it is ok” to ask them questions, this may serve as a 
prompt to help increase patient participation. This of course requires that patient 
involvement in safety-related behaviours be perceived by all (i.e. hospital staff (e.g. 
nurses, doctors) and patients) as beneficial to the medical encounter rather than 
challenging the healthcare professionals’ clinical skills and abilities.  
 
With the above issues in mind, patient involvement in safety interventions should 
always take into consideration the following key points in the design and 
implementation stage: 
- how to best educate patients – e.g. information could be in leaflet form, video 
form or perhaps delivered by the healthcare professional themselves – such 
decisions are likely to vary dependent on the safety-related behaviour in 
question;  
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 - how to disseminate safety-related information – e.g. patients could access 
information over the internet, or from their local general practice or hospital – 
as before such decisions are likely to vary dependent on the safety-related 
behaviour in question;  
- how best to empower patients – knowledge alone may not be enough to 
encourage patient involvement; in some circumstances patients may need 
prompting aids; in most circumstances healthcare professionals support is 
likely to successfully engage the patient.  
 
So how can we ensure that these issues are taken into account? The answer is simple – 
we involve the patient in healthcare policy. Healthcare policy decisions, at whatever 
level they are made, will ultimately impact on patients' lives.  Both morally and 
ethically patients have a right (if they want to) to have their say in the development of 
healthcare policies. By engaging patients, this is the most appropriate and cost-
effective way to ensure that health policy decisions in the area of patient involvement 
in safety are reflective of the patients’ needs and take into account patients’ 
capabilities at taking on an active role. 
 
13.7. Comparisons with other existing studies in the patient involvement in safety 
field  
 
Given the paucity of empirical data within the patient involvement in safety domain it 
is difficult to draw comparisons between the studies presented in the empirical 
chapters of this thesis and previous research in the area. The difficulties lie not only 
with the lack of data actually available but also because the extant data that has been 
published has been collected from many different patient populations in different 
healthcare systems in different countries – all of which are factors that could affect the 
results and thus limit the comparability of findings. However, this said, there are some 
important similarities between the findings in this thesis and analogous studies within 
the field and thus they are worthy of a brief mention here.  
 
First, the present research showed that, in accordance with previous findings, patients’ 
baseline willingness to challenge the clinical abilities of healthcare staff is very 
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 low120,122,161,172 but that if patients are given encouragement (either by healthcare 
professionals or by prompting aids or other cues) their willingness to participate can 
be enhanced50,51,162,142. 
 
Second, this research has shown that analogous to previous findings, patients in 
general are happy that to participate in those behaviours that they do not feel are 
confrontational to healthcare staff or those behaviours that are longstanding 
recommendations that have been normalised in current practice120,161,172. 
 
Third, this research has shown that the PISM can help to explain why patients may or 
may not participate in the safety of their healthcare management. A similar finding 
was reflected in a study in the UK which examined the extent to which the constructs 
of the Theory of Planned Behaviour could be used to predict patients’ intentions to, 
and actual behaviour in, asking healthcare professionals if they have washed their 
hands157.  
 
Fourth, the present work has shown that initiatives such as video and leaflet may be 
effective at encouraging patient involvement in safety; a finding which was also 
reflected in a study in the US which evaluated the efficacy of a patient safety video134.  
 
Fifth, in the same way as previous research has suggested, this research has 
highlighted the valuable role the patient could play in incident 
reportingee.g.133,142,148,153,154, 174,175, though it is acknowledged that in the previous 
research patients may not always be able to accurately detect errors or unsafe 
acts174,175. Therefore, the study presented in Chapter 12 of this thesis has actually 
shown more promising findings than the previous literature; the present study 
revealed that patients were able to detect all the undesirable events (i.e. errors or 
problems in their care) that were reported in the medical records by clinicians.  
 
13.8. Overall conclusions 
In this thesis review work and a series of empirical investigations to examine patients’ 
willingness and ability to participate in safety-related behaviours has been presented. 
Greater insight has been provided into patients’ preferences for involvement, in an 
otherwise heavily under researched paradigm. The research is the first of its kind in 
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 the UK to examine this issue in detail within a hospital patient cohort. It is clear that 
much more work needs to be carried out in this area and many questions remain to be 
answered. It is hoped that as a result of this work more interest will be generated, and 
consequentially research conducted, within the area of patient involvement in safety.  
 
Patients can play an important role in facilitating safer provision of healthcare; that is 
providing of course, that they are able and willing to take on an active role. While the 
ultimate responsibility of delivering safe, high quality care is down to the healthcare 
professionals and a property of the healthcare system itself, patients should be viewed 
as an extra safeguard in the healthcare system, to mitigate the likelihood of errors, or 
the consequences when an error does occur.  
 
For the purpose of the patient safety movement it is incumbent on all providers to 
embrace patients and educate them on how they can be active members of the team. 
After all, like in the domain of chronic disease, knowledge is power; in the safety 
context improving patients’ knowledge could actually help to save lives. 
 
Certainly patients cannot know all the nuances of the hospital service, but they should 
have the requisite knowledge base on how they can participate in safety-related 
aspects of their healthcare (providing they want to) and not be afraid to speak up if 
they have any concerns. This will only happen by patients and healthcare 
professionals working together - the patient needs to be seen as an ‘active participant’ 
and the clinician as a ‘facilitator’.  
 
However, while the concept of patient involvement in safety is simple, its 
implementation may be much less so. In organisations where the focus has been on 
the healthcare professions, putting the focus back on patients may take some 
organisational re-evaluation and restructuring on the parts of executives, 
administrators, and boards and some self-reflection on the part of healthcare 
professionals and all those responsible for patient care. However, in an age where 
involving patients in care in order to improve clinical outcomes is becoming less 
discretionary and more obligatory, for those patients that want to participate in safety-
related aspects of their healthcare management, the opportunity should be offered and 
actively encouraged.   
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 Appendix 3.1 Patient involvement in safety initiatives 
 
Table 3.A Patient involvement in safety initiatives in key organisations in the UK and US  
 
Organisation
/Developer  
Initiative Title (date) Web Link   Behaviours initiative  encourages 
patient to participate in  
Primary errors trying to prevent/mitigate  
 
UK organisations  
 
Organisations in the UK from which leaflets/ factsheets were reviewed 
1a.NPSA ‘Please Ask’ campaign (2006 
onwards) 
 
‘Top ten tips for safer patients’ 
 
 
 
 
 
 
 
 
 
 
 
 
‘About staying in  hospital’ 
 
 
 
 
 
 
 
 
 
 
 
 
 
http://www.npsa.nhs.uk/pleaseask
/beinformed/toptips/  
 
 
 
 
 
 
 
 
 
 
 
http://www.npsa.nhs.uk/site/medi
a/documents/1656_Tipsheet_Inpa
tient.pdf 
 
 
 
 
 
 
 
 
 
 
 
- inform staff  of any known drug allergies  
- ask staff if they have washed their hands  
-confirm name and information about you is 
correct  
-if you are having an operation check all the 
details on consent form are correct  
- tell staff if you may be pregnant before you 
have treatment/X-rays 
- report problems or errors to NPSA 
 
 
 
 
- inform staff  of any known drug allergies and 
bring medications into hospital  
- ask staff if they have washed their hands  
-if you are having an operation get the surgeon 
to mark the site   
- report problems or errors to NPSA 
 
 
 
 
 
 
 
 
- medication errors 
- HAI’s  
- any type of misidentification error  
 
- wrong site surgery and other surgical errors   
 
- errors in tests 
 
- reports of when things go wrong can highlight 
national trends and practical ways of preventing 
problems can be sought.   
 
 
- medication errors 
 
- HAI’s  
- wrong site surgery    
 
- reports of when things go wrong can highlight 
national trends and practical ways of preventing 
problems can be sought.   
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‘About taking medicines’ 
 
 
 
 
 
 
‘About blood transfusion and 
surgery’ 
 
 
 
 
‘About accident and emergency’  
 
 
 
‘About visiting hospital’  
 
 
 
‘About sick children’  
 
 
 
‘About a sick relative’ 
 
 
http://www.npsa.nhs.uk/site/medi
a/documents/1657_Tipsheet_Med
icine.pdf 
 
 
 
 
http://www.npsa.nhs.uk/pleaseask
/beinformed/transfusions/    
 
 
 
 
http://www.npsa.nhs.uk/site/medi
a/documents/1655_Tipsheet_Eme
rgency.pdf 
 
http://www.npsa.nhs.uk/site/medi
a/documents/1658_Tipsheet_Outp
atient.pdf 
 
http://www.npsa.nhs.uk/site/medi
a/documents/1654_TIPsheet_Chil
dren.pdf 
 
http://www.npsa.nhs.uk/site/medi
a/documents/1659_Tipsheet_Rela
tives.pdf 
 
 
- inform staff  of any known drug allergies and 
bring medications into hospital, check you are 
being given the right medication, learn about 
medication regimen and side effects of 
medication   
- ask staff if they have washed their hands  
 
- check you are asked you identification and 
that the bloods are checked before each bag is 
given  
- Inform staff  of current drug regimen and 
bring medications into hospital  
 
Not relevant to consider in more detail here as 
factsheet is aimed at outpatients  
 
 
Not relevant to consider in more detail here as 
factsheet is aimed at outpatients  
 
 
Not relevant to consider in more detail here as 
factsheet is aimed at role of advocate  
 
 
Not relevant to consider in more detail here as 
factsheet is aimed at role of advocate  
 
- Medication errors 
 
 
 
 
- HAI’s 
 
- blood transfusion errors  
 
 
- medication errors  
1b. NPSA 
 
 
 
‘Patient briefings’ Campaign 
(2004 onwards)  
 
 
Why you should wear a wristband 
in hospital  
 
 
 
 
 
 
 
http://www.oxfordradcliffe.nhs.uk
/forpatients/inpatients/inpatientdo
cs/wristbandscts%20.pdf 
 
 
 
 
 
 
- if you are not given an identification 
wristband in hospital ask for one  
 
 
 
 
 
 
 
- Misidentification errors 
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Ensuring safer practice with 
morphine and diamorphine 
injections  
 
 
Correct site surgery – making 
your surgery safer  
 
 
Protecting people with allergy 
associated with latex  
 
 
Making sure you take 
Methotrexate safety  
 
 
 
Clean hands help to save lives  
   
 
 
Right patient, right blood  
 
 
 
Making it safer for patients taking 
anticoagulants  
 
 
Following-up x-ray and scan 
reports  
 
 
 
Standardising hospital wristbands  
 
 
 
 
http://www.npsa.nhs.uk/EasySite
Web/GatewayLink.aspx?alId=544
9. 
 
 
http://www.npsa.nhs.uk/site/medi
a/documents/884_0186FEB05_01
_26.pdf 
  
http://www.npsa.nhs.uk/nrls/impr
ovingpatientsafety/patient-
safety/allergy-latex/       
 
http://www.npsa.nhs.uk/EasySite
Web/GatewayLink.aspx?alId=532
9 
 
 
http://www.npsa.nhs.uk/EasySite
Web/GatewayLink.aspx?alId=182
73. 
 
http://www.npsa.nhs.uk/nrls/alerts
-and-directives/notices/blood-
transfusions/   
 
http://www.npsa.nhs.uk/EasySite
Web/GatewayLink.aspx?alId=528
2 
 
http://www.npsa.nhs.uk/EasySite
Web/GatewayLink.aspx?alId=546
5. 
 
 
http://www.npsa.nhs.uk/EasySite
Web/GatewayLink.aspx?alId=534
8. 
 
 
- if you are given a morphine or diamorphine 
injection and feel drowsy or suffer side effects 
notify staff immediately 
 
 
- asking the surgeon/healthcare staff to mark 
the surgical site or check the correct site for 
surgery has been marked  
 
- tell healthcare staff  about your latex allergy  
 
 
 
-know what warning signs to look out for if 
your medicine is not working properly and 
ensure treatment is monitored properly by 
healthcare staff  
 
- ask healthcare staff if they have washed their 
hands  
 
 
- notify staff of your name and date of birth 
and get them to check the details on your 
wristband  
 
- patients should keep a record of their blood 
test results  
 
 
- ask when you will be told your test results 
and ask for details of who to contact if you do 
not hear anything. Make sure your contact 
details are correct  
 
- tell healthcare staff if information on your 
hospital identification wristband is incorrect  
 
 
 
- medication errors or complications  
 
 
 
 
- wrong site surgery  
 
 
 
- errors related to latex allergies 
 
 
 
- medications errors, complications or adverse drug 
reactions  
 
 
 
- HAI’s  
 
 
 
- blood transfusion errors  
 
 
 
- medication complications or errors 
 
 
 
- errors in test results  
 
 
 
 
- any type of misidentification error  
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Ensuring safer practice with 
epidural injections and infusions  
 
 
Promoting safer use of injectable 
medicines  
 
 
Promoting safer measurement 
and administration of oral liquid 
medicines  
 
 
Ensuring safer practice with 
Repevax and Revaxis vaccines 
 
 
Treating children safety when 
giving fluids by injection  
 
 
http://www.npsa.nhs.uk/nrls/alerts
-and-directives/alerts/epidural-
injections-and-infusions/     
 
http://www.npsa.nhs.uk/nrls/alerts
-and-directives/alerts/injectable-
medicines/    
 
http://www.npsa.nhs.uk/nrls/alerts
-and-directives/alerts/liquid-
medicines/   
 
 
http://www.npsa.nhs.uk/nrls/alerts
-and-directives/notices/repevax-
revaxis-vaccines/  
 
http://www.npsa.nhs.uk/EasySite
Web/GatewayLink.aspx?alId=531
1 
 
 
- not relevant to consider in detail here as does 
not actually provide any recommendations on 
how patients can participate  
 
- not relevant to consider in detail here as does 
not actually provide any recommendations on 
how patients can participate  
 
- not relevant to consider in detail here as does 
not actually provide any recommendations on 
how patients can participate  
 
 
-not relevant to consider in more detail here as 
factsheet is aimed at role of advocate 
 
 
- mot relevant to consider in more detail here 
as factsheet is aimed at role of advocate 
 
Organisations in the UK from which videos were reviewed  
2. Imperial 
College 
London  
The PINK patient safety video 
(2007) 
Information on the video 
available at 
http://www.cpssq.org/Research/T
hemes/Patient%20Perspectives/Pa
tient%20projects/PINK_Video.ht
ml  
 
-ask staff if they have washed their hands  
 
- notify staff if they have received their 
medication when they should have  
 
- HAI’s 
 
- medication errors  
 
 
 
 
US organisations 
 
Organisations in the US from which leaflets/ factsheets were reviewed  
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2a. AHRQ 
 
‘Quick tips’ campaign   
(2007 onwards) 
 
When taking with your doctor  
 
 
 
Quick tips- when planning for 
surgery  
 
 
 
 
Quick tips – when getting a 
prescription 
 
 
Quick tips – when getting medical 
tests  
 
 
 
 
http://www.ahrq.gov/consumer/qu
icktips/doctalk.pdf 
 
 
http://www.ahrq.gov/consumer/qu
icktips/tipsurgery.pdf 
 
 
 
 
http://www.ahrq.gov/consumer/qu
icktips/tipprescrip.pdf 
 
 
http://www.ahrq.gov/consumer/qu
icktips/tiptests.pdf 
 
 
 
 
 
 
- bring medicines you are taking to show 
doctor and inform doctor of drug allergies 
- ask doctor if they have washed hands  
 
- ask the surgeon their experience with 
performing the operation  
- ask about medicine regimen and any side 
effects and inform doctor of current 
medication regimen and any allergies  
 
- check details on prescription are correct  
 
 
 
- ask questions about how and why the test is 
being done; always check if you have not 
received the results of  a test and if you think 
the test results could be wrong have it done 
again  
 
 
 
 
- medication errors  
 
- HAI’s  
 
- surgical errors  
 
- medication errors  
 
 
 
- medication errors  
 
 
 
- errors in test results  
2b. AHRQ Campaign – ’20 tips’ (2000 
onwards) 
 
20 Tips to help prevent medical 
errors  
 
 
 
 
 
 
 
 
 
 
 
 
 
http://www.ahrq.gov/consumer/20
tips.pdf 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
-inform healthcare staff about all medications 
and allergies, ask questions about your 
medication regimen and side effects, check the 
details of medicines you are prescribed  
- choose a hospital that has performed a high 
number of the procedure you require 
- ask healthcare staff if they have washed their 
hands  
- check if you are having surgery the correct 
site has been marked   
- ask the results of test results  
 
 
 
 
 
- medication errors   
 
 
 
- errors related to choosing a treatment provider   
 
- HAI’s  
 
- wrong site surgery  
 
- errors in test results  
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20 Tips to help prevent medical 
errors in children  
 
http://www.ahrq.gov/consumer/20
tipkid.pdf 
 
 
-mot relevant to consider in more detail here 
as factsheet is aimed at role of advocate 
 
3. JCAHO   ‘Speak up’ campaign (2002) 
 
 
Help prevent errors in your care  
 
 
 
 
 
 
 
 
 
 
 
Help avoid mistakes with your 
medicines  
 
 
 
 
Information for living donors  
 
 
 
 
 
 
Understanding your doctors and 
other caregivers  
 
 
 
 
 
 
 
 
http://www.jointcommission.org/
NR/rdonlyres/484AD48F-C464-
4B5B-8D70-
AA79179B3970/0/Speakup.pdf   
 
 
 
 
 
 
 
 
http://www.libertyhealth.org/pdf/
Speak_Up/Help_Avoid_Mistakes
_with_Your_Medicine_English.p
df  
 
 
http://www.jointcommission.org/
NR/rdonlyres/E036E7A9-C7FE-
446C-8084-
11565B540409/0/speakup_donor
_brochure.pdf 
 
 
http://www.jointcommission.org/
NR/rdonlyres/58522693-0927-
42B5-8860-
B12004CFBEF0/0/speakup_unde
rstanding.pdf  
 
 
 
 
 
- ask surgeon to mark surgical site 
- ask staff to check if you think you have been 
given the wrong medication, ask about your 
medication regimen and side effects, tell staff 
about current medication regimen  
- notify staff if you think you have been 
confused for another patient and that staff 
check you wristband before giving you 
treatment  
- ask staff if they have washed their hands  
 
 
- inform healthcare staff about all medications 
and allergies, ask questions about your 
medication regimen and side effects, check the 
details of medicines you are prescribed  
 
 
- ask the provider how many times they have 
performed the operation 
 
 
 
 
 
- make a list of medication regimen with 
caregiver  
 
 
 
 
 
 
 
 
- wrong site surgery  
- medication errors  
  
 
 
- misidentification errors  
 
 
 
-HAIs  
 
 
- medication errors  
 
 
 
 
 
- surgical errors  
 
 
 
 
 
 
- medication complications or errors  
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Planning your follow-up care  
 
 
 
 
 
Help prevent medical test 
mistakes  
 
 
 
 
Help avoid mistakes in surgery  
 
 
 
 
 
Five things you can do to prevent 
infection   
 
 
 
 
 
What you should know about 
research studies  
  
 
 
 
 
Know your rights  
 
 
 
 
 
 
 
http://www.jointcommission.org/
NR/rdonlyres/0A4A05CE-CA67-
4F29-840D-
E4C0CD5115F9/0/speakup_recov
ery.pdf  
 
http://www.jointcommission.org/
NR/rdonlyres/9018E975-C0B2-
44DE-81A2-
060457BA565F/0/SpeakUp_Test.
pdf  
 
http://www.jointcommission.org/
NR/rdonlyres/2020EE90-CBD6-
482D-8FE3-
24593431A313/0/wrong_site_bro
chure.pdf  
 
http://www.jointcommission.org/
NR/rdonlyres/F76BC658-5554-
4A82-89ED-
67E36F033CF8/0/Infection_Cont
rol_Brochure.pdf 
  
 
http://www.jointcommission.org/
NR/rdonlyres/6DCE201D-78BC-
4E36-A673-
BC46F42A77F2/0/speakup_resea
rch.pdf 
 
 
http://www.jointcommission.org/
NR/rdonlyres/58A5230D-3E58-
48D8-8114-
C95AF53ECA27/0/Speakup_Rig
hts.pdf  
 
 
 
- ask questions about medication regimen and 
side effects  
 
 
 
 
- check staff confirm who you are before they 
do any tests.  
- ask staff if you have not received the results 
of a test  
 
 
- ensure staff check what operation you are 
having and confirm the surgical site  
 
 
 
 
- maintain personal hygiene, make sure 
healthcare staff wear gloves or wash their 
hands before treating you 
 
 
 
 
Not relevant to consider in more detail 
because does not consider patient involvement 
in safety-related behaviours per se  
 
 
 
 
Not relevant to consider in more detail 
because does not consider patient involvement 
in safety-related behaviours per se 
 
 
 
 
 
- medication complications or errors  
 
 
 
 
 
- misidentification errors  
 
- errors in test results  
 
 
 
- wrong site surgery or surgical-related errors  
 
 
 
 
 
HAI’s  
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What you should know about pain 
management  
 
http://www.jointcommission.org/
NR/rdonlyres/C581F557-BD6C-
4139-8C5B-
149214C0AE27/0/painmanageme
ntbrochure.pdf  
 
not relevant to consider in more detail because 
does not consider patient involvement in 
safety-related behaviours per se 
 
 
 
4. NPSF ‘What you can do’ campaign 
(2003 onwards)   
 
Preventing infections in hospital –
what you can do  
 
 
 
 
 
Safety as you go home from 
hospital  
 
 
 
 
What you can do to make 
healthcare safer 
 
 
 
 
 
Pharmacy safety and service – 
what you should know  
 
 
 
 
The role of the patient advocate  
 
 
 
http://www.npsf.org/download/Pr
eventingInfections.pdf  
 
 
 
 
 
http://www.npsf.org/pdf/paf/Safet
yAsYouGo.pdf 
 
 
 
 
http://www.npsf.org/download/W
hatYouCanDo.pdf  
 
 
 
 
 
http://www.npsf.org/download/Ph
armacySafety.pdf  
 
 
 
 
http://www.npsf.org/pdf/paf/Patie
ntAdvocate.pdf 
 
 
 
 
- maintain personal hygiene, ask healthcare 
staff if they have washed their hands, notify 
staff if your wound dressing needs changing 
or if your catheter or drainage tube becomes 
lose  
 
 
- notify doctor of any medicine you were 
taking when you arrived in hospital and make 
sure you understand your medication regimen 
post-discharge  
 
 
- choose a provider with experience in the 
procedure you require 
- keep track of medication regimen and any 
allergies   
 
 
 
-tell pharmacist of current medication regimen 
and drug allergies. Check you have been given 
the correct drug. Ask about side effects and 
how to take medicine.   
 
 
Not relevant to consider in more detail here as 
factsheet is aimed at role of advocate 
 
 
 
- HAI’s 
 
 
 
 
 
 
- medication complications, reactions or errors  
 
 
 
 
 
- errors related to choosing a treatment provider  
 
- medication errors 
 
 
 
 
- medication errors  
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US organisations  
  
 
 
Organisations in the US from which videos were reviewed 
 
Centrahealth.co
m 
Patient safety video (not clear) http://www.centrahealth.com/pati
ent/safetyvideo.aspx - publicly 
accessible  
- inform staff about current medication 
regimen and allergies; notify staff if you think 
you are being given the wrong medication  
- ask staff if they have washed their hands   
 
- medication errors  
 
 
- HAI’s  
 
Four leaf 
enterprise  
Things you should know before 
entering hospital (2005) 
Information accessible on 
http://www.patientsafetyvideo.co
m/  
 
-Unable to access (only available for fee)  -Unable to access video but text on website 
mentions that main errors trying to prevent are 
wrong site surgery, medication errors and HAI’s  
Lehigh Valley 
hospital and 
health Network  
Patient safety video (2004) http://www.ingentaconnect.com/c
ontent/jcaho/jcjqs/2003/00000029
/00000012/art00004  
-Unable to access (not publicly available)  
 
-Unable to access video but text on website  
mentions it addresses the following areas: 
Treatment plan  
Medication safety  
Falls 
Surgical site identification 
Hand washing 
Discharge planning  
 
 
 
National 
Patient safety 
Foundation 
 
Your role in making healthcare 
safer (not clear) 
Information accessible on 
http://npsf.org/rc/pvc/yourrolevid
eo.php  
- Unable to access (only available for fee) – -Unable to access video but text on website  
mentions it encourages patients to inform doctors 
of medication amongst other general health-related 
behaviours 
Note:  
-Some of the leaflets in the campaigns were introduced on different dates – the date that the first leaflet in the campaign was introduced is indicated in parenthesis in column 2. 
-The leaflets in ‘italics’ are those that have no relevance to the specific aims of Chapter 3 but are included in the above table because they are part of a larger campaign that does contain relevant 
patient involvement in safety information (e.g. ‘Know your rights’ is part of the ‘Speak Up’ campaign, while this leaflet itself is not relevant, other leaflets in this campaign are, such as ‘Help 
prevent errors in your care’) 
 Appendix 4.1 Databases used in systematic review   
 
Table 4.A. Databases used in my systematic review   
 
 
Database  
 
 
MEDLINE 
 
EMBASE  
 
PsychINFO  
Coverage  Biomedical and 
health care fields, 
including: medicine, 
nursing, allied health, 
pre-clinical sciences, 
biology, biophysics 
and chemistry 
amongst others  
Biomedical and 
pharmaceutical, 
including: clinical 
medicine, health 
policy and 
management, 
public health , 
occupational 
health, selective 
coverage of nursing 
and psychology.  
Psychology and 
psychological 
aspects of related 
disciplines, 
including medicine, 
nursing, business 
and sociology.  
 
Size 
 
4,600 biomedical 
journals, over 12 
million citations  
 
Over 3,500 
international 
journals  
 
Over 1,900 
periodicals  
 
Update 
frequency  
 
 
Daily and weekly  
 
Quarterly (some 
elements weekly) 
 
weekly 
 
Advanced 
combined 
searches?  
 
yes 
 
yes 
 
yes 
 
Note: The results of the systematic review are presented in Chapter 4 and 5 of this thesis.  
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Appendix 4.2 Algorithm for search strategy 
 
 
 
Figure 4.A. Algorithm for my search strategy of my systematic review   
 
 
 
  
Phase 2.  Build search strategy  
 
5. Review search results and identify keywords and phrases  
6. Cluster key terms into underlying concepts for search facets 
7. Run individual key terms to check relevance and sensitivity 
8. Compile search string and syntax  for each facet 
9. Combine the relevant facets  
 
Phase 3.  Analyse and finalise   
 
10. Apply language and human sample limiters   
11. Identify and remove duplicates  
 
Phase 1. Conduct preliminary searches 
 
1. Define and/or refine research question 
2. Identify relevant databases 
3. Run general preliminary searches in search engines 
4. Define literature of interest and identify exemplar set  
 
Note: The results of the systematic review are presented in Chapter 4 and 5 of this thesis.  
 
 Appendix 4.3 Inclusion criteria for articles included in systematic review 
 
Table 4.B. Set of inclusion criteria for articles included in systematic review  
   
Criterion  
 
 
Definition  Rationale 
1. The source must be a peer 
reviewed paper 
To include only work that has been published in journals The aim is to provide a comprehensive view of the literature in the 
patient involvement in safety paradigm. However, not all books, 
reports, dissertations etc in this area may be indexed in databases and 
thus available data (from these sources) may present an inaccurate 
representation of overall findings. For this reason the search was limited 
to peer reviewed papers only. 
2. The article must be empirical The article must present data that is empirical. The article must not be a case 
study, review paper, discussion paper, policy statement or conference 
proceedings  
To help prevent non-biased incorporation and interpretation of research 
findings.  
3. Research must have been 
conducted in a developed country  
The article must report data obtained from a developed country - ranked as 
‘high’ or ‘medium’ in the UN Human Development Index 2007/2008 
http://en.wikipedia.org/wiki/List_of_countries_by_Human_Development_Index 
(accessed 6/8/08).  
Healthcare systems all over the world vary considerably, particularly 
between developed and developing countries. This in turn may affect 
the opportunities for patient involvement in safety. In order to try and 
control for this confounding factor then articles which present data from 
‘medium’ or ‘highly’ developed counties only will be considered.  
4. The article must include data 
from patients or members of the 
public 
The article must include data from either patients (this can be any medical 
patient in primary, secondary, or tertiary care) or members of the public NOT 
papers that focus solely on  healthcare professionals’ views on patient 
involvement in safety   
To understand through the patients’ eyes their views on, and how best 
to engage them in the safety of their healthcare. As members of the 
public could have been or may be in the future patients, their views 
should also be included. Papers which specifically focus on data 
derived from healthcare professionals concerning patient involvement 
in safety are not included (in terms of whether they think patients 
should participate or whether they themselves as a patient would want 
to participate in safety-related behaviours).  Healthcare professionals’ 
views may be different to the ‘lay patient’ due to their clinical acumen, 
thus these views need to be treated separately and are beyond the scope 
of the present review. 
 
5. Patients or members of the 
public must be over the age of 16 
Any paper that includes patients or members of the public aged 16 years and 
over 
The review is concentrating on patients and members of the public that 
are ‘able’ to participate. It could be argued that for anyone under 16 the 
role of the patient advocate may be more applicable (e.g. the parent). 
This adds a different dynamic where there is a 3-way interaction  
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 (between patient, healthcare professional and advocate) rather than a 2-
way interaction. While this is important to investigate it is beyond the 
scope of this review. 
6. The article’s primary focus must 
be about (at least in part) one (or 
more) of the following: 
 
 
a. Patients’/publics’ generic 
attitudes on medical errors and 
healthcare safety   
 
 
 
 
 
 
 
b.  Patients’/publics’ attitudes on 
infection control   
 
 
 
 
 
 
 
 
c. Patients’/publics’ attitudes on 
medication safety   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Any paper which includes patients’/publics’ attitudes on the epidemiology of 
medical errors (e.g. how often do patients think errors occur? how are they 
caused?)  
 
and/or  
 
Patients’/publics’ attitudes on how errors could be prevented.   
 
 
 
Any paper which includes patients’/publics attitudes on the epidemiology of 
healthcare-acquired infections (HCAI’s) or HAI’s and how they can be 
prevented  
 
and/or  
 
Any paper which includes patients’ participation in preventing HAI’s  
 
 
 
Any paper which includes patients’/publics attitudes on the epidemiology of 
medication errors and how they can be prevented  
 
and/or  
 
Any paper which includes patients’ role in incident reporting of adverse drug 
reactions, adverse drug events or drug errors to a drug surveillance/incident 
reporting system. 
  
and/or  
 
 
 
 
 
 
We need to examine how often patients/the public think errors occur; if 
they do not think they occur often they may not perceives themselves as 
susceptible to risk – this, in turn, could affect patients’ participatory 
levels in preventing such errors.  
 
We need to examine whether patients think that errors are preventable 
and if so how? It is likely that patients that do not think errors are 
preventable are unlikely to participate in safety-related behaviours. 
However this needs to be systematically investigated.  
 
To indicate whether patients perceive themselves at risk of acquiring 
infections and whether they think they could have a role in infection 
control measures.   
 
 
 
To add insight into whether patients are willing to have a role in 
preventing HCAI’s and what factors may affect their willingness to take 
on such a role.  
 
To understand whether patients perceive themselves at risk of 
medication errors and whether they think they could have a role in 
preventing medication errors.   
 
 
To understand the extent to which patients are willing to report adverse 
drug reactions and what type of incidences they report.  While these 
may not be errors per se they nonetheless can cause significant 
problems for patients and are thus worthy of consideration within this 
review. 
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d. Patients/publics’ attitudes 
towards incident reporting  
 
 
 
 
 
 
 
 
e. Patients/publics’ attitudes on 
choosing a treatment provider  
 
 
 
 
 
 
Any paper which includes (in addition to patient reports) reviewers 
classifications of patient reports of adverse drug reactions, events or drug errors 
 
and/or 
 
Any paper which focuses on patient involvement in medication safety-related 
behaviours  
 
and/or 
 
Any paper which examines patients’ reports to drug information lines about 
drug reactions or drug-related errors  
 
and/or  
 
Any paper which looks at what patients know about their drug regimen and/or 
suspected side effects of the drug(s) but NOT papers that just look at normal 
(and known) side effects to drugs if they are not aimed at contributing to the 
understanding of (new and unknown) ADR’s  
 
 
 
Any paper which examines the patients’/publics’ role in reporting any type of 
error in the medical setting but  NOT those related to complementary therapy  
 
 
 
 
 
 
 
 
Any paper which examines patients’/publics’ attitudes on choosing  a treatment 
provider  
 
 
 
 
 
 
To understand the level of agreement between patients’ reports and 
other sources (e.g. medical records, reviewer classification). 
 
  
 
To gain an understanding of whether patients are willing to have a role 
in preventing medication errors and what factors may affect their 
willingness to take on such a role. 
 
 
To understand the impact the patient may have in contributing to 
existing knowledge on adverse drug reactions or errors.  
 
 
 
In order for patients to be able to report if an adverse drug reaction 
occurs this requires that they are knowledgeable on their drug regimen 
(e.g. how and when to take) and that they know what ‘expected’ side 
effects may occur due to the drug so that they can notify healthcare staff 
if an ‘unexpected’ reaction occurs.  
 
 
Patients can provide valuable insight into the epidemiology of errors. 
However in order for them to do this, the information they provide must 
be accurate. Therefore we need to investigate the types of incidences 
that patients’ report, the accuracy of these reports and whether reported 
incidents can actually be referred to as errors. We also need to examine 
how willing patients are to report incidences – either to healthcare 
professionals or more formally (e.g. to a local or national reporting 
system).  
 
 
In order to encourage patients to take on an active role by helping to 
choose an appropriate treatment provider we first need to investigate 
the perceived benefits to involvement from the patients’ perspective and 
also how willing they would be to participate in treatment choice 
decisions.   
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f. Patients’/publics’ attitudes on 
preventing errors of 
misidentification 
 
 
 
g. Patients’/publics’ attitudes on 
improving the safety of healthcare 
in general  
 
 
 
 
Any papers which looks at patients’/publics’ attitudes on the use of patient 
identification bracelets  in healthcare  
 
 
 
 
 Any papers which looks at patients’/publics’ attitudes on participation in safety 
of healthcare in general  
 
 
Errors in healthcare can occur when patients are not wearing a patient 
identification bracelet or if the information on the identification bracelet 
is incorrect. Patients could help to reduce these errors. With this in 
mind, it is necessary to examine patients’ views on the importance of 
wearing hospital identification bracelets.  
 
Some of the papers retrieved may examine more than one of the areas 
of interest mentioned above. Papers that place equal importance on 
patients’ attitudes to involvement or actual involvement in two or more 
of these areas (e.g. infection control and medication safety) will be 
discussed in this section. In addition, patients’ attitudes towards 
improving the safety of healthcare in general will be examined.    
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Appendix 4.4.  
 
Assessment of the quality of papers in the systematic review 
 
Table 4.C provides information on how I marked the quality of the papers included in my systematic review.  Each paper was marked on a scale 
of 0-2 (2 = ‘criterion met’, 1 = ‘criterion partially met’, 0 = ‘criterion not met’).  I have separated the criteria in Table 4.C in relation to the 
methodology that they pertain to (e.g. quantitative, qualitative or mixed- methods papers).   
 
 
Table 4.C. Assessment of the quality of papers in the systematic review 
 
 Criterion met (score of 2) 
 
Criterion partially met (score of 
1) 
Criterion not met (score of 0) 
 
Criterion relevant to quantitative, qualitative and mixed-methods papers   
 
Are aims clearly defined? Aims/objectives of the study were fully 
explained with a clear description of the 
goals in the abstract. 
Aims/objectives of the study were 
partially/briefly mentioned. For example, 
there may have been a poor description 
in the abstract – e.g. the authors state 
what the study is about but do not 
explicitly set out their aims (e.g. the 
authors do not state: ‘this study aims 
to…’ ‘this study sets out to explore’). 
 
Aims/objectives of the study were not 
mentioned. 
Is the sample representative? Authors of the study clearly specified 
that the participants were representative 
of the target population. 
Authors of the study specified that the 
participants were partially representative 
of the target population. 
Authors of the study specified that the 
participants were not representative of 
the target population. 
Is the number who declined 
participation   reported? 
The number of patients who declined 
participation was either provided as a 
The number of patients who declined 
participation was indicated by the 
The number of patients who declined 
participation was not provided. 
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 percentage of as an absolute frequency.  authors but no direct measure was 
provide in the form of a percentage or as 
an absolute frequency (e.g. the authors 
stated ‘most patients agreed to 
participate’).  
Are inclusion criteria specified? The inclusion criteria were fully 
explained. 
The recruitment inclusion criteria were 
partially/briefly reported. 
The inclusion criteria were not reported. 
Are participant characteristics given? The characteristics/demographics of the 
participants were clearly defined. 
The characteristics/demographics of the 
participants we partially/briefly defined. 
The characteristics/demographics of the 
participants were not defined. 
Was ethical approval obtained? The study clearly reported ethical 
review.  
The study reported some ethical review, 
but the ethics committee name was not 
mentioned. 
The study did not report any ethical 
review. 
Are the limitations acknowledged? The limitations of the study were 
acknowledged.  
The limitations of the study were 
partially acknowledged. 
The limitations of the study were not 
acknowledged. 
 
Criterion relevant to papers employing qualitative methodologies only  
 
Was the data transcribed verbatim? Data was transcribed verbatim.  Data was transcribed but this was not 
verbatim or authors did not state it was 
verbatim. 
Data was not transcribed verbatim.  
Was the researcher trained in 
conducting qualitative research? 
The authors stated the researcher was 
experienced in conducting qualitative 
research.  
The authors indicated whether the 
researcher had been involved in 
qualitative research before but did not 
explicitly state what their role in the 
research was or how much experience 
they had.  
The authors did not state whether the 
researcher was experienced, or the 
researcher was not experienced in 
conducting qualitative research. 
Is there a description of how the 
themes were identified? 
A description of how the themes were 
identified was fully explained.  
A description of how the themes were 
identified was partially explained. 
A description of how the themes were 
identified was not explained. 
Were the findings member checked? The findings of the study were checked 
with the participants in the study.  
The findings of the study were checked 
with individuals that had similar 
characteristics to those participants in the 
study but were not checked with the 
participants themselves.  
The findings of the study were not 
checked with the participants in the study 
or individuals that had similar 
characteristics to those participants in the 
study. 
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 Were the data analysed by more than 
one person? 
The findings of the study were analysed 
in full by more than one person.  
The findings of the study were analysed 
in full by one researcher but only 
analysed partially by another researcher. 
The findings of the study were not 
analysed by more than one person. 
Were sequences from original data 
included? 
Patients’ verbatim quotes were included.  The authors provided an indication of 
patients’ qualitative views, but did not 
provide verbatim quotes.  
The authors did not provide an indication 
of patients’ qualitative views or patients’ 
verbatim quotes. 
Was saturation point achieved? The authors stated when saturation point 
was achieved. 
The authors touched on the issue of 
saturation but did not explicitly state 
when they reached saturation point with 
their data.  
The authors did not state whether 
saturation point was achieved. 
 
Criterion relevant to papers employing quantitative methodologies only  
 
Is the effect size reported? The effect size was reported using any of 
the following statistics (mean difference 
between groups; odds ratio; risk ratio; 
rate difference; proportional difference; 
regressions slope; test statistics). 
The authors provided an indication of the 
effect size but did not include any formal 
statistics.   
The effect size was not reported.  
 Were power calculations performed?   A power calculation was clearly 
reported. 
A power calculation was partially/briefly 
reported. 
A power calculation was not reported. 
Are the statistics appropriate? The statistical analyses used in the study 
were appropriate. 
Some of the statistical analyses used in 
the study were appropriate. 
The statistical analyses used in the study 
were not appropriate. 
 
Note: When it was not possible to ascertain whether a quality criteria had been met in a paper (e.g. due to inadequacies in reporting in the paper), this criteria was marked as ‘not specified’ and 
given a score of 0.  
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Appendix 4.5.  
 
Contextual factors of the papers in the systematic review  
 
Table 4.D details the contextual factors of each paper in the systematic review. Papers are organised in terms of the area of patient safety that 
they most relate to; these are referred to in the Table 4.D as ‘papers of primary importance’. In addition to the primary area of interest that the 
papers relate to (e.g. medication safety), some of the papers also focus on other areas of interest (e.g. incident reporting) but to a lesser extent; 
these are referred to in Table 4.D as ‘secondary papers of importance’.   
 
Table 4.D. Contextual factors of the paper in the systematic review  
 
 
 
Category (number of 
papers) 
 
Papers 
 
Country of data 
collection 
 
Cohort: Patients or 
public? 
 
Context: What healthcare setting is the focus of the study? (where is 
the data collected?) 
 
a. Generic attitudes towards 
medical errors  
    
 Blendon135 
 
US 
 
Public 
 
Healthcare in general (questioned in domestic residence by phone ) 
 
 Burroughs140 US Patients  Hospital (questioned in domestic residence by phone)  
 Burroughs141 US Patients  A&E (questioned in domestic residence by phone)  
 Evans149 
 
US Public Hospital (questioned in domestic residence by phone)  
 Robinson168  
 
US Public Healthcare in general (questioned in domestic residence by mail survey)  
 Wolosin176 
 
US Patients  Hospital (questioned in domestic residence by mail survey) 
Total:  8 ( 6 primary papers 
of importance, 2 secondary 
papers of importance) 
    
 331
 
 
  
b. Infection control   
 
    
Attitudes (10) Abbate132 
 
Italy 
 
Patients Hospital (in hospital) 
 
 
 Brinsley-Rainisch136 US Public  Healthcare in general (public place – not clear where) 
 Brooks137 UK Patients  General practice (either at home or in general practice) 
 Donaldson147 
 
Australia  
 
Patients  
 
Hospital (in hospital) 
 Hamour152 UK Patients  
 
Hospital (outpatients in pre-admission clinic)  
 Luszczynska157
 
UK Patients  Healthcare in general (collected by contacting ‘MRSA Action UK’ or ‘Patients 
Association’)  
 
 Madeo158 
 
UK Patients  Hospital (in hospital)  
 McGuckin50 
 
US Patients  Hospital (domestic residence by phone) 
 McGuckin51 
 
UK Patients  Hospital (domestic residence by phone) 
 McGuckin162 
 
US Patients  Hospital (domestic residence by phone) 
 McGuckin163 
 
US 
 
Public 
 
Hospital (domestic residence by phone) 
 Merle164 France  
 
Patients Hospital (in hospital)  
 Miller165 
 
US 
 
Patients Hospital (domestic residence by mail survey) 
 Newton166 
 
UK Patients Hospital (in hospital) 
Total:  19 (14 primary papers 
related to category 2, 5 
secondary) 
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c. Medication safety 
    
Views (5) Brown138 
 
US Patients  General practice (not clear where)  
 DeWitt146 US Patients  Healthcare in general (in hospital)  
 Kerr155 
 
UK Patients  Outpatient clinic (in hospital) 
 5Nau121 
 
US Public Pharmacy (domestic residence by mail) 
 
 O’Neil167 
 
US Patient  Outpatient clinic (in hospital)  
Incident reporting (11) Burns139  UK Patient  Hospital (in clinic) 
 4Campbell142 
 
UK 
 
Patients General practice (patient reports to GP) 
 4Delangen145 
 
Netherlands Patients  Healthcare in general (patient reports to drug surveillance system)  
 4Egberts148 Netherlands Patients Healthcare in general (patient reports to drug surveillance system) 
 
 4Golomb151 US Patients  Healthcare in general (patient reports to physician) 
 4Jarernsiripornkul153
 
UK Patients General practice (domestic residence mailed survey)  
 4Jarernsiripornkul154
 
UK Patients General practice (domestic residence mailed survey) 
 4Lampela156 
 
Finland Patients  Hospital (in hospital or home visit)  
 4Mannesse160 Netherlands  Patients  Hospital (in hospital)  
 4van Grootheest171
 
 
 
 
Netherlands Patients  Healthcare in general (patient reports to drug surveillance system) 
 
 4Weingart174 
 
US Patients Hospital (in hospital and domestic residence by phone)  
Total:  21 (16 primary papers, 
5 secondary)  
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d. Incident reporting  
    
Generic  Agoritsas133 Switzerland  Patients  Hospital (domestics residence by phone)  
 Freidman150 US Patients  Hospital (in A&E)  
  
Schwappach169 
 
Switzerland  
 
Patients  
 
Hospital (in hospital and domestic residence by phone)  
 Sohlberg170 US Patients  Healthcare clinic (domestic residence by mail survey)  
 Weingart173 
 
US Patients  Hospital (inpatient interviews)  
 Weingart123 
 
US Patients  Hospital (in hospital and domestic residence by phone) 
 Weissman175 US Patients  Hospital (domestic residence by phone) 
Total:  19 (7 primary papers, 
12 secondary)  
    
 
 
e. Preventing errors of 
misidentification  
    
Generic Cleopas143 
 
 
Switzerland  
 
Patients  
 
Hospital (domestic residence by mail survey).  
 
Total:  1 (1 primary paper, o 
secondary papers) 
    
 
 
f. Choosing a treatment  
provider  
Magee159 UK Public  Hospital (home visit to domestic residence) 
Total:  3 (1 primary paper, 2 
secondary) 
    
 
 
g. Improving the safety of 
healthcare in general
    
 
 
Anthony134 
 
US Patients and the public 
 
Hospital (survey data of college students and patients – not clear where patient 
data collected)  
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 2,3,5Davis144 UK Patients  
 
Hospital (survey data collected in hospital) 
 1,2,3,6 Hibbard120 
 
 
US Public Healthcare in general (domestic or residence or university mailed survey)  
 
  
2,3Marella161 
 
US 
 
Public  
 
Healthcare in general (domestic residence by phone) 
 2,3,6Wallace172 
 
UK Public  Healthcare in general (AgeConcern Group)  
 1,2,3Waterman122 US Patients Hospital (domestic residence by phone)  
Total:  6 (6 primary papers, 0 
secondary)  
    
 
Note: 
Papers are organised in terms of the category that they primarily relate to. However, there was a certain amount of overlap for some papers between categories in that some 
papers were primarily related to one area but to a lesser extent were also pertinent to another area (i.e. secondary area of importance). This is denoted numerically (with the 
category number(s) that the paper relates to) in superscripts at the left side of the author 
 
 
 
 
 
 
 
 
 
 
 
 
 
 335
 
 
 Appendix 4.6  
 
Quality scores for papers employing quantitative methodologies 
 
Table 4.E displays the quality scores (in rank order from highest to lowest) for the papers in my systematic review that employed quantitative 
methodologies.  
 
 
Table 4.E. Quality scores for papers employing quantitative methodologies  
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Burroughs140 2 Ns  2 2 2 2 Ns 2 2 2 16 
Donaldson147 2 Ns  2 2 2 2 Ns 2 2 2 16 
Evans149 2 2 2 1 2 Ns  1 2 2 2 16 
Jarernsiripornkul154  2 Ns  2 2 2 2 Ns  2 2 2 16 
Nau121 2 2 2 0 2 2 Ns 2 2 2 16 
Abbate132 2 2 2 1 2 Ns  Ns 2 2 2 15 
McGuckin162 2 Ns  2 1 2 2 Ns 2 2 2 15 
Robinson168 1 Ns  2 2 2 2 Ns 2 2 2 15 
Agoritsas133 2 Ns  2 2 2 0 Ns 2 2 2 14 
Davis144 2 Ns  2 2 2 2 Ns 2 2 0 14 
Jarernsiripornkul153 2 Ns  2 2 2 2 Ns  2 2 0 14 
Waterman122 2 Ns  2 0 2 2 Ns 2 2 2 14 
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Miller165 
 
2 
 
Ns  
 
2 
 
1 
 
2 
 
Ns  
 
Ns 
 
2 
 
2 
 
2 
 
13 
Wolosin176 2 Ns 1 2 2 Ns Ns 2 2 2 13 
Marella161 2 2 0 0 2 Ns Ns 2 2 2 12 
Hibbard120 2 Ns  0 0 2 Ns  Ns 2 2  2 11 
McGuckin163 2 2 2 1 0 Ns  Ns 2 2 0 11 
van Grootheest171 2 Ns Na 
(secondary 
data)
2 1 Ns Ns 2 2 2 11 
Luszynska157 2 Ns  0 0 2 Ns  Ns  2 2 2 10 
De Langen145 2 Ns  Na 
(secondary 
data)
1 2 Ns Ns 2 2 0 9 
McGuckin50 2 Ns  0 1 0 Ns  Ns 2 2 2 9 
Blendon135 
 
2 Ns  1 0 0 Ns  Ns 2 2 0 7 
Wallace172 1 Ns 0 0 0 Ns Ns 2 2   2 7 
Campbell142 1 Ns  0 0 0 Ns  Ns 2 2 0 5 
Egberts148 1 Ns  Na 
(secondary 
data)
0 0 Ns  Ns 2 2 0 5 
Anthony134 2 Ns  0 0 0 Ns  Ns 2 Nc  0 4 
Total (out of 52 unless 
otherwise specified)  
 
48 10 30 (out of 
46) 
25 37 18 1 52 50 36  
Note: 
Nc = not clear - Does not give test statistics only provides the p value thus cannot tell whether analysis was appropriate  
Ns = Not specified 
Na = Not applicable  
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Appendix 4.7  
 
Quality scores for papers employing qualitative methodologies  
 
Table 4.F displays the quality scores (in rank order from highest to lowest) for the papers in my systematic review that employed qualitative 
methodologies.  
 
Table 4.F. Quality scores for papers employing qualitative methodologies  
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Brooks137  2 0 0 2 2 2 2 Ns 2 2 2 2 2 2 22 
Brown138 2 Ns   2 2 2 Ns   1 2 2 2 2 1 2 2 22 
Newton166 2 Ns  2 2 2 Ns  1 Ns  2 Ns  2 2 Ns  2 17 
Brinsley-
Rainsich136 
1 Ns 0 2 0 Ns 1 2 1 Ns Ns Ns Ns 2 9 
Magee159 2 Ns  0 0 2 Ns 1 Ns 0 Ns 2 2 Ns 0 9 
Total (out of 
10) 
 
9 0 4 8 8 2 6 4 7 4 8 7 4 8  
 Note: 
Ns = Not specified 
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Appendix 4.8  
 
Quality scores for papers employing mixed methodologies 
 
Table 4.G displays the quality scores (in rank order from highest to lowest) for the papers in my systematic review that employed mixed-
methods methodologies. 
 
 
Table 4.G. Quality scores for papers employing mixed methodologies  
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Freidman150 2 2 2 2 2 2 1 2 1 Ns Ns 1 Ns 2 Ns 2 2 18 19 23 
Sohlberg170 2 Ns 2 2 2 2 Ns Ns 2 2 2 0 Ns 2 Ns 2 2 16 18 22 
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Weingart123 2 Ns  2 1 2 2 2 Ns  2 Ns  2 0 Ns  2 Ns 2 2 15 17 21 
Weissman175 2 Ns 2 2 2 2 Ns Ns 2 Ns 2 0 NS 2 Ns 2 2 16 16 20 
Cleopas143 2 Ns   2 2 2 0 1 Ns 0  Ns  2 2 Ns   2 Ns 2 2 14 15 19 
O’Neil167 2 Ns 2 2 2 2 Ns 2 0 Ns Ns 0 Ns 2 Ns  2 16 14 18 
Schwappach169  2 Ns  2 2 2 0 Ns  2 0 Ns  Ns  2 Ns  2 Ns 2 2 14 14 18 
Weingart173 2 Ns  2 1 0 Ns  Ns  2 2 Ns  2 1 Ns  2 Ns 2 2 11 14 18 
Burroughs141 2 2 2 1 2 2 Ns  Ns  0 Ns  Ns 0 0 Ns  2 Ns 2 2 17 13 17 
Weingart174 2 Ns  2 1 2 2 Ns Ns 0 Ns Ns 2 Ns 2 Ns 2 2 15 13 17 
McGuckin51 2 2 2 0 0 2 Ns  Ns  0 Ns  Ns  2 Ns  2 Ns 2 2 14 12 16 
Lampela156 2 Ns 2 1 2 2 Ns 2 0 Ns Ns 0 Ns 2  Ns Nc *  1 12 12 14 
Madeo158 2 Ns 2 2 2 2 Ns  Ns  0 Ns  Ns  0 Ns  2 Ns 2  0 14 10 14 
Dewitt146 2 Ns 0 2 2 Ns  Ns  Ns  2 Ns Ns 0 Ns  2 Ns 2 0 12 8 12 
Kerr155 2 Ns 2 0 2 2 Ns Ns 0 Ns Ns 0 Ns 2  Ns 2  0 12 8 12 
Merle164 2 Ns 0 2 2 Ns Ns Ns 0 Ns Ns 0 Ns 2 Ns 2 2 12 8 12 
Mannesse160 2 Ns 0 2 2 Ns Ns  Ns  0 Ns  Ns  0 Ns  2 Ns 2 0 10 6 10 
Golomb151 2 Ns 0 0 2 2 Ns Ns 0 Ns Ns 2 Ns 2 Ns Nc ** 1 9 9 9 
Hamour152 1 Ns 0 0 0 Ns Ns  Ns  0 Ns  Ns  2 Ns  2 Ns 2  0 5 3 7 
Burns139 1 Ns 0 1 0 Ns Ns Ns 0 Ns Ns0 0 Ns 2 Ns 2 0 6 2 6 
Total  
 
38 6 28 26 32 24 4 10 11 2 10 14 0 40 0 36 26    
Note: 
Ns – Not specified  
Nc* not clear - confidence intervals provided but does not give test statistics for the confidence intervals  
Nc** not clear - p value is provided but not test statistics  
 
 
 
 Appendix 5.1  
 
What factors affect patients’ generic attitudes towards medical 
errors? 
 
In Chapter 5 I briefly summarised the factors that could affect patients’ generic 
attitudes towards medical errors (Section 5.2.A.7); these could be broadly grouped 
into 3 main categories: patient-related, illness-related and healthcare setting-related.   
Here, I provide a more detailed account of the research findings. Interaction effects 
(where applicable) between factors are also described.   
 
 
1. Patient-related factors  
 
Ethnicity  
Two studies highlighted that Black patients perceive greater susceptibility to medical 
errors than Asian or Caucasian patients140,141. 
 
Age  
Three studies reported age-related trends; though findings were mixed. Two studies 
reported mixed trends with those patients between either 30-59141 or between 40-59149 
reporting fewer safety-related concerns than younger or older patients. Conversely, 1 
study suggested a liner age-related relationship; with younger patients expressing 
greater concerns than older patients140. 
 
Sex 
One study reported women were more than likely than men to rate hospitals as 
‘unsafe’149. 
 
Age x sex   
One study revealed an interaction effect between age and sex. Older men (50-79 
years) felt safer than younger men, but younger women (up to 34 years of age) felt 
safer than older women176. 
 
 
2. Illness-related factors  
 
Prior experience  
One study reported that patients with prior experience (either personal or vicarious) of 
medical errors were more likely to rate hospitals as ‘unsafe’, particularly if the 
consequences of the error(s) were severe149. 
 
Severity of illness  
One study documented that patients with higher severity or mortality risk were more 
concerned about the safety of healthcare than their counterparts141.  
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 3. Healthcare setting-related factors  
 
Length of stay  
Three studies highlighted that those patients that were hospitalised for a long duration 
expressed greater safety concerns than patients with a shorter length of stay140,141,176. 
 
Caseload  
Four studies reported the effects of ‘caseload’ on patients’ perceptions. One study 
specifically in the context of Accident and Emergency reported how patients felt that 
when large volumes of patients were being treated in A&E this posed more of a safety 
threat than when only a few patients were awaiting treatment in the department140. 
Analogous data derived from the hospital context highlighted perceptions of safety 
were lowest on hospital wards with a small number (as opposed to large) of 
beds141,176. However, 1 study displayed more mixed findings; 49% of patients 
questioned stated that errors are more likely at a low volume centres, with only 23% 
reporting such occurrences are more likely at high volume centres135. 
 
Admission process 
One study reported that when patients are admitted via the emergency department 
they have greater safety concerns than if they are admitted electively141. 
 
Information provision 
One study showed that those patients that are provided with a lot of information about 
rights and related topics at registration into hospital felt safer than those given patients 
given less information176.  
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 Appendix 5.2  
 
What factors affect patients’ attitudes to, and/or participation in 
infection control? 
 
In Chapter 5 I briefly summarised the factors that could affect patients’ attitudes to, 
and/or participation in infection control (Section 5.2.B.10); these could be broadly 
grouped into 4 main categories: patient-related, illness-related, healthcare 
professional-related and healthcare setting-related.   Here, I provide a more detailed 
account of the research findings. Interaction effects (where applicable) between 
factors are also described.   
 
 
1. Patient-related  
 
Education 
Three studies showed education-related trends132,164,165. Patients with a ‘higher’ or 
more formal education had greater knowledge about HCAI’s than their 
counterparts132,164,165 and were more likely to correctly define HCAI’s as well as the 
‘risk’ groups and risk factors of infections132.  
 
A equivocal relationship was displayed between education and willingness to question 
healthcare staff. While 1 study reported that patients that were more educated were 
more likely than those less educated to question healthcare professionals about their 
hand hygiene practices132; the other study found that better educated patients 
(compared to those with little education) were less likely to ask healthcare staff if they 
had washed their hands161. 
 
Employment  
One study reported that patients that were unemployed expressed higher levels of 
perceived susceptibility to HCAI’s than those that were not employed132. 
 
Age  
Two studies reported age-related trends147,158. One study found that younger patients 
(under 65) were more likely to think infections could pose serious financial effects 
than those over 65 (70% vs. 26%)147. The other study reported significant differences 
between those patients aged under 40 and those above 40 regarding their views on 
interventions for reducing the risk of HAI’s; those under 40 were more likely (than 
those over) to think that improving compliance with infection control measures, 
reducing visitor hours, environmental cleaning and patient movement were important 
in reducing the risk of infection. However, no significant age-related differences were 
observed between patients’ views on whether involving patients in initiatives or 
asking visitors and staff to use alcohol rub could effectively decrease rates of HCAI’s. 
Only half the patients questioned thought that involving patients was an important 
strategy158.  
 
Sex  
Sex-related effects were observed in 3 studies158,163,165. Men had a higher propensity 
than women to think that HCAI’s were preventable158,165. Women on the other hand, 
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 were more likely than men to consider infections rates as an important factor in 
whether to choose or avoid a hospital163.  
 
Two studies found that women were more likely than men to question healthcare 
professionals on whether they have washed their hands132,161. 
 
  
Ethnicity  
One study reported ethnicity-related trends in that Caucasian patients were more 
cognizant of HCAI’s than patients from other ethnicities165.  With regards to specific 
types of infection, 1 study showed patients in 4 different states of America differed in 
their views on the incidence rate of MRSA: patients in Houston reported the lowest 
incidence rates with patients in New Orleans reporting considerably higher perceived 
rates (scores ranged from 2.5-4.4 respectively – on a 5 point scale- not common-very 
common)136. 
 
One study showed that patients that were members of racial minority groups reported 
greater willingness to ask staff about hand washing161.  
 
Knowledge and beliefs  
One quantitative study reported that patients with higher levels of perceived 
behavioural control (in their capabilities to ask staff if they have washed their hands) 
displayed greater intentions to ask healthcare staff about their hand hygiene157.   
 
 
2. Illness-related  
 
Infection status  
One study reported that patients with MRSA were more likely than those without 
MRSA to ask healthcare professionals if they had washed their hands157.   
 
 
3. Healthcare professional-related  
 
Exposure  
One study reported that those patients who had never been exposed to a healthcare 
professional that had not worn gloves or mask when they should have (e.g. when 
touching blood) reported greater willingness to stop the healthcare professional before 
treatment was administered than those patients that had been exposed132 - 90% of 
those exposed did not say anything whereas 15.1% of those with no exposure stated 
they would be willing to say something to the healthcare professional(s).   
 
Professional role of the healthcare staff  
Four studies reported that the professional role of staff could affect patients’ 
willingness to ask about hand washing50,51,144,162. One study reported that patients 
were significantly more willing to question nurses than doctors144. Further support for 
this finding is evident in 3 studies which focussed on empowering patients to question 
staff about their compliance to hand washing. This work showed that while the 
majority of patients would be willing to question nurses, considerably fewer were 
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 willing to question doctors; percentages of those that would ask a nurse ranged from 
74%-100% decreasing to 32% - 35% for doctors50,51,168.  
 
Encouragement  
One study reported that when patients are provided with encouragement by doctors to 
ask healthcare professionals if they have washed their hands (e.g. ‘if encouraged by a 
doctor would your be more willing to ask a doctor if they have washed their hands?’), 
patients’ self reported willingness to question both doctors and nurses significantly 
increased144.  
 
One study reported that 80% of patients would ask staff about their hand washing 
practices if healthcare professionals explained the importance of them engaging in this 
behaviour163.  
 
 
 
4. Health-care setting related  
 
Experience of healthcare field  
One study reported that knowledge of HCAI’s was greater for those patients who had 
relatives working in the healthcare field164.  
 
Provision of information  
One study reported that those patients that had received information about HCAI’s 
during their hospital stay were more likely to know about the definition of such 
infections, risk groups and risk factors of infections132. The same study reported that 
patients that received information about HCAI’s were more likely to question 
healthcare professionals on their hand hygiene practices132.  
 
Three studies focussed on empowering patients to ask healthcare professionals if they 
had washed their hands by providing patients with brochures (about the importance of 
hand washing) and prompting aids in case they were too shy themselves to ask staff 
(e.g. badges, etc). The overall percentage of patients willing to question healthcare 
professionals ranged from 38.5%51 to 57%50 to 79%162. Between 58% - 68% of 
patients in these studies said they were comfortable asking staff if they had washed 
their hands. In addition 2 of these studies reported that 73% to 81% of patients 
received a positive response when they asked healthcare professionals50,51.  
 
 
Interaction effects  
 
Speciality of patient x professional role of healthcare staff  
One  study in a real life clinical setting reported that while 100% of medical and 
surgical patients asked nurses if they had washed their hands before treating them, 
considerably less surgical patients than medical patients would pose the same question 
to a doctor (20% vs. 50%)51.  
 
Age and infection status  
One study showed that younger patients with MRSA asked healthcare professionals if 
they had washed their hands more than younger and older patients without MRSA. 
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 Older patients with MRSA asked more than both younger and older patients without 
MRSA157.  
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 Appendix 5.3  
 
 
What factors affect patients’ attitudes to, or willingness to participate 
in medication safety-related behaviours? 
 
In Chapter 5 I briefly summarised the factors that could affect patients’ attitudes to, 
and/or participation in medication safety (Section 5.2.C.5); these could be broadly 
grouped into 5 main categories: patient-related, illness-related, healthcare 
professional-related, healthcare setting-related and task-related.   Here, I provide a 
more detailed account of the research findings.  
 
 
1. Patient-related 
 
Ethnicity  
One study reported that patients who were Caucasian were less worried about medical 
safety when obtaining a prescription than other patients in the study (ethnicities of the 
other patients were not provided by authors)121.   
 
Sex  
One study reported that women are more likely than men to read medicine pamphlets 
and instructions121. One study reported that a higher percentage of women than men 
reported ADR’s145.  
 
 
Education  
One study reported that patients with high school education or less were more likely 
to think that ADR’s were more severe than those who had graduated from school146. 
 
 
 
2. Illness-related  
 
Prior experience   
Two studies reported that patients with experience of ADR’s or medication errors 
(either personal or vicarious) were: 1) more likely to believe drug reactions occur 
more frequently and are less severe than those with no experience,146 and; 2) were 
more likely to participate in specific medication-safety related behaviours, including 
looking up information about their medicines in a book, on the internet, or checking 
the name of the medicine on the label121.  
 
Severity of symptoms  
Two studies reported that patients who experienced more severe (negative) effects of 
drugs were more likely to report reactions to doctors153,154.  
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 3. Healthcare professional-related  
 
Professional role 
One study reported that patients are significantly more willing to question nurses than 
doctors if they do not think they have been given the correct medicine144.  
 
Encouragement  
One study showed that if patients are given encouragement by a doctor to ask 
questions (e.g. if encouraged by a doctor would you ask a doctor to check your 
medicine?’),  they are significantly more willing to question a doctor or a nurse if they 
do not think they have been given the correct medication144.  
 
One study demonstrated that when patients are given an advice leaflet by a healthcare 
professional in which they are asked to report to doctors any ADR’s they experience 
to black triangle drugs, patients are more likely to report ADR’s than if they were not 
given a leaflet142. 
 
 
 
4. Healthcare setting-related  
 
Type of setting  
One study revealed that the setting in which care is received may affect patients’ 
recognition and subsequent reporting of reactions. Only 4.9% of patients recognised 
ADE’s in institutionalised care but 15.6% reported ADE’s in home-dwellings156.  
 
 
5. Task-related   
 
Four studies indicate that patients may not view involvement in all medication safety-
related behaviours equally120,121,161,172; implied by the varying percentages or mean 
scores of patients that report they would be willing to participate in these different 
activities (e.g. asking about medication, checking the dose of medicine).  
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 Appendix 5.4 
 
What factors affect patient involvement in incident reporting? 
 
In Chapter 5 I briefly summarised the factors that could affect patients’ attitudes to, 
and/or participation in incident reporting (Section 5.2.D.3); these could be broadly 
grouped into 3 main categories: patient-related, healthcare setting-related and task-
related.   Here, I provide a more detailed account of the research findings.  
 
 
1. Patient-related  
 
Sex   
Two studies highlighted sex differences - 1 study reported that women were more 
likely than men to report experiencing an adverse event175; the other study reported 
that women were more likely to report errors that were related to misunderstandings 
than men (e.g. related to medication side effects and missing documentation)170.   
 
Ethnicity  
One study showed that Hispanics were more likely to report (than whites, African 
Americans and Asian/pacific) any errors and any communication/behaviours 
problems170.  
 
Age  
Three studies demonstrated age-related trends - 1 study revealed that reports of 
medical errors and behaviour communication problems increased with age (until 60 
years of age)170; 1 study showed that younger patients were more likely to report 
experiencing an adverse event175, and; the other study revealed that older patients 
were more likely than younger patients to report medical complications133. 
 
 
 
2. Healthcare setting-related  
 
Length of stay  
Two studies showed that the frequency of adverse events reported by patients was 
positively associated with length of stay in hospital169,175. 
 
 
3. Task-related  
 
Timing  
One study highlighted that the frequency of incidents reported by patients decreased 
with time in that patients reported more events to the researcher during hospitalisation 
than by telephone post discharge – only 3 (of 20) adverse events, 4 (of 13) near 
misses) and 2 (of 29) medical errors were reported after discharge123.  
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 Appendix 5.5 
 
What factors affect patient involvement in choosing a treatment 
provider? 
 
In Chapter 5 I briefly summarised the factors that could affect patients’ attitudes to, 
and/or participation in choosing a treatment provider (Section 5.2.E.2); these could be 
broadly grouped into 2 main categories: patient-related and healthcare setting-related 
factors. Here, I provide a more detailed account of the research findings. 
  
 
1. Patient-related  
 
Knowledge and beliefs  
Qualitative work indicates that the extent to which patients may want to be involved 
in choosing a provider could be influenced by whether the choice is available and the 
benefit that such a ‘choice’ would have to the patient159. 
 
 
 
2. Healthcare setting-related  
 
Type of decision  
Two studies report that patients are more likely to participate in some treatment 
choices (e.g. choosing a surgeon based on the surgeon’s experience) than others (e.g. 
choosing a hospital based on reports of different errors)120,172.  
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 Appendix 5.6  
 
What factors affect patients’ views toward wearing a hospital 
identification bracelet (in order to help prevent errors of 
misidentification)?    
 
In Chapter 5 I briefly summarised the factors that could affect patients’ attitudes to, 
and/or support of wearing a hospital identification bracelet in order to prevent 
misidentification errors (Section 5.2.F.2); these could be broadly grouped into 2 main 
categories: illness-related and task-related. Here, I provide a more detailed account of 
the research findings. 
 
 
1. Illness-related  
 
Prior experience  
Patients that had reported no ‘safety’ incidents (884 out of 1052) during their stay in 
hospital were more in support of the bracelet than those who said they had 
experienced a safety-related incident in their care (n= 368). This difference was seen 
particularly if the patient had reported an incident unrelated to identification errors143.  
 
 
 
2. Task-related   
 
Providing examples  
When patients were given an example of why hospital identification bracelets are 
important (e.g. to avoid an error occurring in their care resulting from being mistaken 
for another patient) a significantly higher percentage of patients supported wearing the 
bracelet (92.2% vs. 88.1%)143.  
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Appendix 5.7   
 
What factors affect patients’ involvement in improving the safety of 
healthcare in general? 
 
In Chapter 5 I briefly summarised the factors that could affect patients’ attitudes to, 
and/or participation in improving the safety of healthcare in general (Section 5.2.G.4); 
these could be broadly grouped into 4 main categories: patient-related, illness-related, 
healthcare professional-related and healthcare setting-related.  Here, I provide a more 
detailed account of the research findings. Interaction effects (where applicable) 
between factors are also described.   
 
 
 
1. Patient-related 
  
Age  
One study revealed that patients older than 65 years of age were less likely than 
younger patients to ask safety-related questions about their care122.  
 
Ethnicity  
One study reported that patients that were Caucasian were less likely than non-
Caucasians to ask the purpose of their medication and questions concerning their 
care122.  
 
Knowledge and beliefs  
One study reported a positive association between high levels or self efficacy and the 
likelihood of engaging in safety-related behaviours; particularly for those behaviours 
that were new or unfamiliar120. 
 
 
 
2. Healthcare setting-related   
 
Healthcare experience  
One study reported that those patients with recent hospital inpatient experience were 
more likely (than those without) to have greater confidence in taking preventative 
actions against errors172. 
 
 
 
3. Healthcare professional-related  
 
Role of the healthcare professional 
One study which examined patients’ willingness to ask safety-related questions 
reported that when patients are given encouragement by a doctor they are more 
willing (than without encouragement) to ask doctors and nurses questions they 
perceive as ‘challenging’, the clinical abilities of the healthcare staff (e.g. ‘have you 
washed your hands?’)144. 
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4. Task-related factors 
 
Type of safety-related behaviour 
Five studies reported that patients do not view involvement in safety-related 
behaviours equally120,122,144,161,172.  All 5 studies show that patients are less likely to 
engage in newer, or unfamiliar actions (e.g. asking staff if they have washed their 
hands) than more recognised and established participatory behaviours (e.g. bringing 
medicines into hospital).  
 
Encouragement   
One study demonstrated that patient education videos could be an effective medium 
for encouraging patient participation in safety. The video addressed 6 main safety-
related areas (treatment plan, medication safety, falls, surgical site identification, hand 
washing, and discharge planning). After watching the video patients felt more 
comfortable talking to healthcare professionals about these safety issues (mean scores 
of 4.47 vs. 4.09 on a scale of 1-5) and that their knowledge of how they could 
participate in their care had increased (4.48 vs. 3.93). Overall, patients rated the 
usefulness of the video as ‘high’ (mean score of 4.25). Data was also collected from 
college students. However, while improvements were evident in the students level of 
comfort (4.08 vs. 3.34) and knowledge (4.16 vs. 3.19)  of how they could participate 
and their ratings of the perceived usefulness of the video was still quite ‘high’ (3.84), 
mean scores were considerably lower for this population134.  
 
 
Information provision  
One study reported that simply by providing patients with hypothetical scenarios of 
error-related incidents increased patients’ sense of self-efficacy (and, in turn, 
participation) in preventing errors in their care120.  However, conflicting data from a 
similar study highlighted how providing patients with error scenarios did not increase 
patients’ confidence that they could act to help prevent errors172.  
 
 
Interaction effects  
 
Healthcare professional-related x question 
One study indicated that in terms of asking safety-related questions about their 
healthcare management, patients are more willing to ask factual questions to doctors 
vs. nurses but more willing to ask challenging (i.e. confrontational) questions to 
nurses as opposed to doctors144.   
 
 
 
 
 
 
 
 
 
 
 Appendix 6.1.  
 
Factors that affect patient involvement and how they relate to the 
constructs of the PISM  
 
Table 6.A overleaf displays the factors that have been highlighted in the systematic 
review (presented in Chapters 4 and 5) that could affect patients’ attitudes to, and/or 
involvement in safety-related behaviours. The evidence is presented in relation to the 
five main categories of factors that could affect involvement: patient-related, illness-
related, healthcare professional-related, healthcare setting-related and task-related. 
Within each of these categories of factors, evidence pertaining to the different areas of 
research interest that I focussed on in my systematic review (e.g. infection control, 
medication safety) is presented. Table 6.A also denotes the constructs of the PISM 
that individual findings have most relevance to.  
 
It should be highlighted that not all of the aforementioned factors (e.g. patient-related) 
were shown to play a role in patients’ views and/or involvement in all of the safety-
related behaviours under examination in the systematic review. Arguably, this could 
be due to the limited empirical base; particularly evident in the areas that concentrated 
on choosing a treatment provider or preventing errors of misidentification, where very 
little empirical data exists. It could however, also relate to the properties of the safety-
related behaviour whereby disparities in the characteristics of the behaviour and the 
type of action required by the patient could mediate patients’ views’ and subsequent 
levels of participation. Many interactions (some simple, others complex) will exist 
between the factors displayed in Table 6.A; indeed, preliminary evidence from my 
systematic review supports this point51,121. Given that research in this area is still in its 
infancy, it is likely there are a number of interactions that are yet to be empirically 
delineated. In view of this, inclusion of such interactions would, at this stage, render 
Table 6.A cumbersome without, at the same time, providing evidence-based insights 
into the interactional effects that determine patients likelihood of involvement.   
 
 354
 
 
 Table 6.A. Factors that affect involvement and how they relate to the constructs of the PISM 
 
Factor  
 
Evidence –Key findings  
Construct(s) of the 
PISM that finding(s) 
from the systematic 
review relate to 
1.Patient related  
 
  
1.1. Knowledge and beliefs 
 
  
 
1.1.1. Patients’  ratings of safety  
 
1.1.1.1 In general  
 
 
 
 
1.1.1.2. Ratings of HCAI’s  
 
 
 
 
1.1.1.3. Ratings of medication 
safety 
 
 
 
 
- The majority of patients rate medical safety as at least ‘good’140,141,176  
- Medical errors are not the most important cause of patient concern – the cost of healthcare and prescription 
drugs are more important135 
- Patients have concerns related to specific errors as opposed to more global concerns140,141 
 
- 1 study showed that 84% of patients before admission were aware of HCAI’s158 
- 70% of patients were concerned about the risk of HCAI’s in hospital165 
- 79.8% of patients perceived ‘some risk’ of contracting an HCAI, though only 2.7% report they felt ‘very much’ 
at risk158 
 
- 17.2% of patients in the pharmacy setting worry about getting the wrong medication, 73% of patients felt that 
mistakes do not happen very often in pharmacies and 70.3% felt you can trust the pharmacist to give you the 
right pills121 
 
 
 
 
Perceived susceptibility 
 
 
1.1.2. Ratings of severity  
 
1.1.2.1.In general  
 
 
1.1.2.2. HCAI’s  
 
 
 
 
- Over two-thirds of patients think the quality of healthcare is a problem168 
- Over two-thirds of patients think that medical errors and patient safety are a problem120 
 
- 68.9% of patients thought that HCAI’s were serious132 
- Majority of patients perceive MRSA as a ‘very serious’ problem137 
- Patients think the consequences of MRSA could be significant, citing a number of outcomes including wound 
infection, major illness and delayed discharge152 
- 79% (out of 91) of patients with osteomyelitis, septic arthritis or prosthetic joint infections (25 of whom also 
had MRSA) thought that their infection was serious and that it had major consequences on their life147 
 
 
 
Perceived severity/ 
susceptibility    
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- 50% of patients who had acquired MRSA rated their infection as serious; the other half felt the consequences 
were much less severe and did not affect their lifestyle166 
1.1.3 Aetiology   
 
1.1.3.1. Errors in general  
 
 
 
1.1.3.2. HCAI’s  
 
 
 
 
 
 
 
1.1.3.3. Medication safety 
 
 
- Patient reported understaffing, tiredness and fatigue of healthcare professional and failure of healthcare 
professionals to work together could cause errors135 
 
 
- Poor hand hygiene a cause for HCAI’s50,51,158,162,163 
 
- 63.8% of patients thought that healthcare professionals could not infect patients132 
 
- 8% thought MRSA could be contracted from hospital staff152 
 
 
 
- 82% of patients reported that ADE’s could occur as a result of patients not asking questions about their drugs, 
64% stated patients may not be able to understand the medicine leaflet, and 55% of patients felt that drug 
information materials may be (too) difficult to read138 
 
 
 
Control Beliefs  
 
 
 
 
 
1.1.4. Incidence of errors 
 
1.1.4.1 Overall incidence rates  
 
 
 
 
1.1.4.2. Incidence rates of 
HCAI’s  
 
 
 
 
- 19% of patients thought that between 44-98000 deaths a year were caused due to medical errors168 
- 60% of patients thought that 5000 or fewer deaths are caused each year135 
 
 
 
- Patients overestimate the incidence rates of HCAI’s132 
- Patients perceive MRSA as very common137 
 
 
 
Perceived susceptibility 
 
 
 
 
1.1.5. Preventability of errors  
 
1.1.5.1 Errors in general  
 
 
 
 
 
 
- 1 study indicated that most (91%) patients think they can have a role in preventing errors122 
- 82% of patients think that half the deaths each year caused by errors can be prevented135 
- High levels or self efficacy and perceived effectiveness at reducing errors was associated with greater 
likelihood of engaging in safety-related behaviours; particularly for those behaviours that were new or  
 
 
 
Control Beliefs  
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1.1.5.2. HCAI’s 
 
 
 
 
       unfamiliar120 
 
- 88.2%-83% of patients questioned thought that HCAI’s could be prevented132,165 
- 40% believe that infections could be prevented - 48% said they could not be prevented, the remaining patients 
were unsure158 
- Patients believe they could only play a minimal role in tackling the problem of antibiotic resistance, reasoning 
it was largely out of their control and that they did not have the requisite knowledge to personally contribute to 
the solution137 
 
 
1.1.6. Effectiveness of error 
prevention strategies  
 
1.1.6.1. Choosing a treatment 
provider  
 
 
 
 
 
 
 
 
 
 
1.1.6.2.Medication safety 
 
 
 
 
1.1.6.3. HCAI’s  
 
 
 
1.1.6.4. Misidentification 
(related to identification  
bracelets) 
 
 
 
 
- In terms of reducing errors by choosing a treatment provider patients thought that choosing a surgeon based on 
his/her level of experience and making sure the hospital has a lot of experience doing the procedure they 
require were the most effective; choosing a hospital based on reports of errors in different hospitals and talking 
to your doctor to choose a hospital with the least number of errors were the least effective error prevention 
strategies120,172  
- Some patients felt that publication of hospital rankings could lead to improvements in standards, other patients 
highlighted the possible negative results of ‘naming and shaming’ (e.g. morale of staff, increased workload and 
demands on successful hospitals)159  
- The extent to which patients thought performance indicator information was useful depended on how much 
choice they felt they had; most felt they did not have any159  
 
 
- Patients thought that making sure doctors know about all prescriptions, making sure doctors know about 
allergies or reactions to drugs and confirming whether they are getting the right dose of medicine were the most 
effective error prevention strategies; making sure doctors know about dietary supplements and OTC medicines 
was the least effective120,172  
 
- On a scale of 1-7 (not effective-very effective), asking healthcare professionals if they had washed their hands 
scored an overall mean of 3.5 in terms of how effective this behaviour would be at preventing HCAI’s120,172 
- 49% of patients felt that involving patients in hand hygiene initiatives could reduce the risk of infection120,172 
 
- 19% of patients opposed a hospital policy or refused to wear an identification bracelet. Some of these patients 
thought it may be useless (i.e. ineffective) e.g. ‘‘the responsibility and competences of the medical staff were 
excellent, wearing a bracelet is useless’’, or felt the bracelet was only needed for certain patients e.g. ‘‘the 
bracelet is necessary for certain patients (with high risk), but it should not be generalised.’’ and that ‘‘the  
 
 
 
 
Behaviour Beliefs 
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         patients who know their identity do not need any identification bracelet.’’143  
 
 
1.1.7. Willingness to participate   
 
1.1.7.1. Incident reporting 
 
 
 
1.1.7.2. Medication safety 
 
 
 
 
 
 
1.1.7.3. HCAI’s  
 
 
 
 
 
 
 
1.1.7.4. Choosing a treatment 
provider  
 
 
 
 
- 78.4% patient said they would be comfortable telling staff if a medical error occurred122 
- 37 out of 42 patients who had experienced an ‘unsafe’ act stated they ‘may’ report the error173 
- 91.3% of patients said they would be comfortable asking a nurse the purpose of their medication122  
 
- Patients reported they would be most likely to make sure doctors know of any allergies or ADR’s to medicines 
they have or any prescriptions drugs they are taking. Patients would be least likely to make sure the doctor 
knows about all over-the-counter medicine and other supplements, and confirm whether they are getting the 
right medicine and dose120,172 
- On a scale of 1-4 (not willing-definitely willing) patients scored an overall mean of 2.8 on the extent to which 
they would question doctors or nurses if they did not think they had been given the correct medication144 
 
- 80% of patients said they would ask healthcare professionals to wash or sanitise their hands163 
- 62.5% are ‘not likely’ or ‘never likely’ to ask healthcare professionals if they have washed their hands157 
- On a scale of 1-7 (not willing/likely-very willing/likely) patients scored an overall mean 2.47 on the extent to 
which they would ask healthcare professionals if they have washed their hands120,172   
- On a 4 point scale (1=not willing 4 = definitely willing)  patients mean score on willingness to question staff on 
their hand washing compliance was 2.08144 
- 45.4% patients said they would be comfortable asking about hand washing122 
 
- On a scale of 1-7 (not likely –very likely) patients were more willing to choose a surgeon based on his/her level 
of experience and make sure the hospital has a lot of experience doing the procedure they require than they 
would be willing to  choose a hospital based on reports of errors in different hospitals or talk to their doctor to 
choose a hospital with the least number of errors120,172 
- Even though patients thought that performance indictor information should be publically available, very few 
had looked at the information available on the DoH or Dr Foster websites159 
 
 
 
 
 
Intention  
 
 
 
 
1.1.8. Past behaviour  
 
1.1.8.1. Incident reporting  
 
 
 
 
 
 
- 78% of patients reported to a healthcare professional when they thought either a minor or major error had 
occurred in their care122  
- 37% of patients that experienced a safety-related event had communicated with staff about it, 14% had no 
communication and 49% felt that such communication was not necessary169 
 
 
 
 
Actual Behavioural 
Control/Perceived barriers 
vs. benefits  
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1.1.8.2. Medication safety 
 
 
 
 
 
 
 
1.1.8.3. HCAI’s  
 
- The majority of patients engage in basic medication safety-related precautions - 93.9% check the medication 
name on the label, 88.3% check their own name on the label, and 80.6% check directions on the label121 
- 63% of patients would be ‘likely’ or ‘very likely’ to check they have received the right drug strength before 
leaving the pharmacy. 46.3% would also be at least ‘likely’ to provide doctors with information about their 
current medication plan by taking a written list of all the medications they are taking when going to see a 
doctor, and 84.3% would be ‘likely’/‘very likely’ to question medications they were given if they did not 
recognise them161 
 
- 4.6% of patients during their hospital stay asked healthcare professionals if they washed their hands122 
- 61.4% patients did not try to ask medical staff if they have washed their hands157 
- Even when patients report they have been exposed to a healthcare professional that did wear gloves or a mask 
when they should have (e.g. when touching blood, body fluids, mucous membranes or non-intact skin),  90.3% 
said that they did not speak up132 
 
 
1.2. Demographics 
1.2.1. Ethnicity  
1.2.1.1. In general  
 
1.2.1.2. Medication safety  
 
 
 
 
1.2.1.3. HCAI’s  
 
 
 
 
1.2.1.4. Incident reporting  
 
 
 
1.2.2. Sex 
1.2.2.1. In general  
 
1.2.2.2. HCAI’s  
 
 
 
 
- Black patients perceive greater susceptibility to errors than Asian or Caucasian patients140,141 
 
- Caucasian vs. non-Caucasian patients were less likely to ask the purpose of their medication and questions 
concerning their care122 
- Caucasian patients were less worried about medical safety when obtaining a prescription than other patients in 
the study (ethnicities of the other patients is not provider by authors)121 
 
- Caucasian patients were more cognizant of HCAI’s than patients from other ethnicities165 
- Patients that were members of racial minority groups reported greater likelihood to ask about hand washing 
than their counterparts161 
 
 
- Hispanic patients were more likely to report (than whites, African Americans and Asian/pacific patients) any 
errors and any communication/behaviours problems that occurred in their care170 
 
 
 
- Women are more likely than men to think hospitals are unsafe149 
 
- Men had a higher propensity than women to think that HCAI’s were preventable158,165 
- Women were more likely than men to consider infections rates as an important factor in whether to choose or  
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1.2.2.3. Medication safety 
 
 
1.2.2.4. Incident reporting  
 
 
 
 
1.2.3. .Education 
1.2.3.1. HCAI’s  
 
 
 
 
 
1.2.3.2. Medication safety 
 
 
 
1.2.4. Employment 
1.2.4.1. HCAI’s  
 
 
1.2.5. Age 
1.2.5.1. In general  
 
 
1.2.5.2. HCAI’s  
 
1.2.5.3. Medication safety  
 
 
1.2.5.4. Incident reporting  
 
 
 
        avoid a hospital149 
- Women were more likely than men to question healthcare professionals on whether they have washed their 
hands123,161 
 
- Women are more likely than men to read medicine pamphlets and instructions121 
- A higher percentage of women than men report ADR’s145 
 
- Women were more likely than men to report experiencing an adverse event175 
- Women were more likely to report errors that were related to misunderstandings than men (e.g. related to 
medication side effects and missing documentation)170 
 
 
 
- Patients with more formal education had more knowledge about HCAI’s than those with less education132,164,165 
- Patients that were more educated were more likely than those less educated to question healthcare 
professionals about their hand hygiene practices132 
- Better educated patients (compared to those with little education) were less likely to ask healthcare staff if they 
had washed their hands161 
 
- Patients with high school education or less were more likely to think that ADR’s were more severe than those 
who had graduated from school146 
 
 
 
- Patients that were unemployed expressed higher levels of perceived susceptibility to HCAI’s than those that 
were not employed132 
 
 
- Middle-age patients (between 30-59) were more likely to rate healthcare as ‘safe’ than their counterparts141,149 
- Younger patients perceiving greater vulnerability to medical errors than older patients140 
 
- Younger patients thought that HCAI’s pose more serious financial threats than older patients147 
 
- Patients older than 65 years of age were less likely than younger patients to ask staff the purpose of their 
medication or ask questions about their care122 
 
- Patients’ reports of medical errors and behaviour communication problems increased with age (until 60 years of 
age)170 
- Younger patients were more likely than older patients to report experiencing an adverse event175 
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- Older patients were more likely than younger patients to report medical complications133 
 
2. Illness-related  
 
2.1. Prior experience of an error 
2.1.1. In general  
 
2.1.2. HCAI’s  
 
 
2.1.3. Medication safety 
 
 
 
 
 
2.1.4. Preventing 
misidentification errors (related 
to wearing identification 
bracelets) 
 
2.2. Severity of illness 
2.2.1. In general  
 
2.2.2.Medication safety 
 
 
 
 
- Patients with prior experience of errors rate hospitals as less safe than those with no experience149 
 
 
- Patients with MRSA were more likely than those without MRSA to ask healthcare professionals if they had 
washed their hands157 
 
- Patients with experience of ADR’s or medication errors were more likely to believe drug reactions occur more 
frequently and are less severe than those with no experience146 
- Patients with prior experience of a medication error (vs. no experience) were more likely to participate in 
specific medication-safety related behaviours, including looking up information about their medicines in a 
book, on the internet, or checking the name of the medicine on the label146 
 
- Patients that had reported no ‘safety’ incidents during their stay in hospital were more in support of wearing the 
bracelet than those who said they had experienced a safety-related incident in their care143 
 
 
 
- Patients with higher severity or mortality risk perceived greater susceptibility to errors than ‘low’ risk 
patients141   
 
- Patients who experienced more severe (negative) effects of drugs were more likely to report reactions to 
doctors142,153,154 
 
 
 
Cues to action/perceived 
susceptibility/perceived 
severity  
 
3. Healthcare setting-related 
 
3.1. Length of stay 
 
 
3.2. Experience  
 
 
 
 
 
- Patients that are in hospital for a long duration have greater concerns about their safety than those in hospital 
for a shorter period140,141,176 
 
- Patients with recent hospital inpatient experience were more likely (than those without) to have greater 
confidence in taking preventative actions against errors172 
 
 
 
 
Perceived 
susceptibility/control beliefs 
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3.3. Caseload 
 
 
 
 
3.4. Admission process 
 
3.5. Setting  
 
- Patients think that hospital department that have to deal with a high number of patients pose more of a safety 
risk than those that deal with fewer patients140,141,176 
- Near half of those patient questioned thought that errors were more likely at low volume centres with only 
quarter thinking errors were more likely at high volume centre135 
 
- Patients admitted via emergency had greater concerns about their safety than those admitted electively141 
 
- Majority of patients thought that MRSA was solely a hospital-based problem137,152,166 
 
  
4. Healthcare professional-
related 
 
4.1. Professional role 
4.1.1. In general  
 
 
4.1.2. HCAI’s 
 
4.1.3. Medication safety 
 
 
4.2. Encouragement  
4.2.1. In general  
 
 
4.2.2. HCAI’s 
 
 
 
 
4.2.3. Medication safety  
 
 
4.3. Discouragement  
4.3.1. Medication safety 
 
 
 
 
 
 
- Patients were more willing to ask doctors factual question than nurses but more willing to ask nurses 
challenging questions than doctors144 
 
- Patients were more willing to ask nurses than doctors about hand washing50,51,144,162 
 
- Patients were more willing to question nurses than doctors if they do not think they have been given the correct 
medicine144 
 
 
- Patients are more willing to ask doctors and nurses challenging questions if they are give encouragement to do 
so by a doctor144 
 
- Patients are more willing to ask doctors and nurses if they have washed their hands if given encouragement by 
a doctor144 
- 80% of patients would ask staff about their hand washing practices if healthcare professionals explained the 
importance of them engaging in this behaviour163 
 
- Patients are more willing to ask a doctor or nurse to check they have been given the correct medication if they 
are given encouragement by a doctor to do this144 
 
 
- Healthcare professionals rarely submit patients reports about ‘black triangle’ drugs to the CSM142,153,154  
- Even when patients notice and report apparent associations (between their drug and symptom) physicians 
commonly deny the possibility of a relationship even though the literature supports the link to the ADR and  
 
 
 
 
 
Cues to action/perceived 
barriers and benefits/ actual 
behaviour control  
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4.3.2. Incident reporting  
 
 
4.3.3. HCAI’s  
 
 
 
 
 
        cases met literature criteria for ‘probable’ or ‘definite’ ADR causality151 
 
- When patients notify staff that they have not received their medicine with their food (as was supposed to) they 
are told to take medicine anyway169 
 
- When patients asked staff if they had washed their hands, some negative responses were observed including the 
nurse laughing at the patient and the doctor looking at the patient like they had two heads51 
- Not all staff wash their hands when questioned by patients - 60% washed their hands162  
 
 
5. Task-related  
 
5.1. Type of behaviour 
5.1.1.In general  
 
 
 
5.1.2. Medication errors  
 
 
 
 
 
5.1.3. Choosing a treatment 
provider  
 
 
 
5.2. Information provision  
5.2.1. Written information 
5.2.1.1. In general  
 
 
5.2.1.2. Medication safety 
 
 
 
 
 
 
 
- Patients are less likely to be involved in newer and unfamiliar safety-related behaviours particularly if they 
could be referred to as ‘challenging’ (staff’s clinical abilities)120,172   
- Patients are more willing to ask factual than challenging questions120,144,172 
 
- Patients are willing to engage in some medication safety-related behaviours more than others: 93.9% check the 
medication name on the label, 88.3% check their own name on the label, and 80.6% check directions on the 
label indicated by varying percentages121 
- Patients are less willing to ask questions about medicine that could be challenging (confirming medicine or 
checking medicine)144 
 
- Patients did not view involvement in treatment choices equally. They are more willing to choose a hospital or 
doctor with lots of experience of performing the procedure they require than they are to choose a hospital based 
on reports of errors120,172 
 
 
 
 
- Patients that are provided with information about their rights and stay in hospital feel safer than patients given 
little or no information176 
 
- When patients are given an advice leaflet by a healthcare professional in which they are asked to report to 
doctors and ADR’s they experience to black triangle drugs, patients are more likely to report than if they were 
not given a leaflet142 
 
 
 
 
 
Normative beliefs/cues to 
action  
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5.2.1.3. HCAI’s  
 
 
 
 
 
5.2.1.4. Preventing 
misidentification errors (related 
to wearing identification 
bracelets) 
 
 
5.3. Written and other 
5.3.1. HCAI’s  
 
 
 
5.3.2. Video  
5.3.2.1. a number of behaviours 
(such as preventing HCAI’s, 
medication errors) 
 
5.4. Timing/mode of 
communication  
5.4.1. Incident reporting  
 
 
 
 
 
- Patients that receive information about HCAI’s during their hospital stay were more likely to know about the 
definition of such infections, risk groups and risk factors of infections than those who received little or no 
information132 
- Patients that received information (vs. no information) about HCAI’s were more likely to question healthcare 
professionals on their hand hygiene practices132 
 
- When patients are given a written example of why hospital identification bracelets are important (e.g. to avoid 
an error occurring in their care resulting from being mistaken for another patient) a significantly higher 
percentage of patients support wearing the bracelet143 
 
 
 
 
- When patients are given brochures (about the importance of hand washing) and prompting aids in case they 
were too shy themselves to ask staff (e.g. badges, etc) the majority of patients are willing to question staff on 
their hand hygiene practices50,51,162 
 
 
- After watching a patient safety video patients felt more comfortable talking to healthcare professionals about 
these safety issues in their healthcare and that their knowledge of how they could participate in their care had 
increased134 
 
 
 
- The frequency of incidences reported by patients decreased with time in that patients reported more events to 
the researcher during hospitalisation than by telephone post-discharge123 
- Patients who reported incidents by mail were more likely to report behaviour and communication problems 
whereas those reporting by phone were more likely to report incidents that were classified by reviewers as 
representing misunderstandings170 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Appendix 8.1  
 
Patient willingness to ask questions survey  
 
Instructions (read out by researcher) 
This set of questions is about how likely you would be to ask questions of members of 
staff. Beside each statement is a scale with the responses definitely not (Def Not), 
probably not (Prob Not), probably yes (Prob Yes) and definitely yes (Def Yes).  
Please answer every question and circle one answer for each question. There are no 
right or wrong answers. 
 
1 Would you ask a doctor: How long will I be in hospital for? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
2 Would you ask a doctor: When will I return to my normal 
activities? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
3 Would you ask a nurse: I don’t think that is the medication I 
am on, can you check please? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
4 Would you ask a doctor: Have you washed your hands? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
5 Would you ask a nurse: What signs should I be looking for to 
tell me that my wound may not be healing as it should? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
6 Would you ask a doctor: How many times have you done this 
operation? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
7 Would you ask a nurse: Why are you removing that piece of 
monitoring equipment? 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
8 Would you ask a doctor: Who are you and what is your job?  
 
Def 
Not 
Prob  
Not 
Prob 
Yes 
Def 
Yes 
9 Would you ask a doctor: How long will the pain last? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
10 Would you ask a nurse: How long will I be in hospital for? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
11 Would you ask a doctor: Why are you removing that piece of 
monitoring equipment? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
12 Would you ask a doctor: How long will I have to be off work 
after the operation? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
13 Would you ask a nurse: Who are you and what is your job? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
14 Would you ask a doctor: I don’t think that is the medication I 
am on, can you check please? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
15 Would you ask a nurse: When will I return to my normal 
activities? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
16 Would you ask a doctor: What are the alternatives to surgery? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
17 Would you ask a doctor: What signs should I be looking for to 
tell me that my wound may not be healing as it should? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
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 18 Would you ask a nurse: How long will the pain last? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
19 Would you ask a doctor: How is the procedure done? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
20 Would you ask a nurse: Have you washed your hands? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
 
 
 
Instructions (read out by researcher) 
I want to know ask you some of the same questions as above but with one difference.  
Imagine that your surgeon had asked you as a patient to assist the staff in practicing 
high quality care.  Under these circumstances would you be willing too ask?  Beside 
each statement is a scale with the responses definitely not (Def Not), probably not 
(Prob Not), probably yes (Prob Yes) and definitely yes (Def Yes).  Please answer 
every question and circle one answer for each question. There are no right or wrong 
answers 
 
 
21 If I was instructed to by my doctor I would ask the doctor: 
Have you washed your hands? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
222 If I was instructed to by my doctor I would ask the nurse: 
Who are you and what is your job? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
23 If I was instructed to by my doctor I would ask the doctor: I 
don’t think that is the medication I am on, can you check 
please? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
24 If I was instructed to by my doctor I would ask the nurse: 
Why are you removing that piece of monitoring equipment? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
25 If I was instructed to by my doctor I would ask the nurse: 
Have you washed your hands? 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
26 If I was instructed to by my doctor I would ask the doctor: 
Who are you and what is your job? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
27 If I was instructed to by my doctor I would ask the nurse: I 
don’t think that is the medication I am on, can you check 
please? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
28 If I was instructed to by my doctor I would ask the doctor: 
Why are you removing that piece of monitoring equipment? 
 
Def 
Not 
Prob 
Not 
Prob 
Yes 
Def 
Yes 
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Patient Characteristics Questionnaire 
 
Gender:         □ Male             □ Female 
   
Job Status:    □ Employed        □ Unemployed        □ Retired          □ Student                           
                       □ Other (specify) ________________________ 
 
Education:    □ GCSE               □ A Levels             □ Undergraduate degree  
                       □ Postgraduate degree     □ No qualifications     □ student 
                       □ Other (specify) ________________________ 
Ethnic group:         
 
□ White British                                                                                     
□ White (other)                                                                                  
□ Mixed (White & Black Caribbean)                                                 
□ Mixed (White & Black African) 
□ Mixed (White & Asian)    
□ Mixed (all other) 
□ Asian/Asian British (Indian)                                         Current age:   _____ 
□ Asian/Asian British (Pakistani) 
□ Asian/Asian British (Bangladeshi) 
□ Asian/Asian British (all other) 
□ Black/Black British (Caribbean) 
□ Black/Black British (African) 
□ Black/Black British (all other) 
□ Chinese 
□ All other ethnic groups 
□ Not given 
 
What is the reason you are in hospital?                                  
___________________________________________________ 
 
How many times have you been an inpatient in hospital in the last 5 years? 
______________________________________________________ 
 
What operation have you had? __________________________________ 
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Patients’ willingness to participate in safety-related behaviours 
survey 
   
Instructions 
 
 As a patient in hospital, please answer each statement below by putting a circle 
around the number that best reflects your level of agreement with each statement. Do 
not think too long about the exact meaning of the statements.  Work quickly and try to 
answer as accurately as possible.  There are no right or wrong answers.  There are 
seven possible responses to each statement ranging from ‘strongly disagree’ (number 
1) to ‘strongly agree’ (number 7). 
 
 
 
     1 . . . . . . . . . 2 . . . . . . . . . . 3 . . . . . . . . . . 4 . . . . . . . . . . 5 . . . . . . . . . . 6 . . . . . . . . . . 7 
       Strongly disagree                   Strongly agree       
           
                      
 
1 Would you ask a nurse: How long will the pain last? 1 2 3 4 5 6 7 
2 Would you ask a nurse: How long will I be in hospital for? 1 2 3 4 5 6 7 
3 Would you ask a nurse:  When can I return to my normal activities  1 2 3 4 5 6 7 
4 Would you ask a nurse: How is the procedure done? 1 2 3 4 5 6 7 
5 Would you ask a nurse: What signs should I look out for if my wound is 
not healing as it should?  
1 2 3 4 5 6 7 
6 If a nurse encouraged you to ask the above questions (e.g. by saying ‘its 
ok to ask staff questions’) would you be more willing to ask these 
questions? 
1 2 3 4 5 6 7 
7 Would you ask a doctor: How long will the pain last? 1 2 3 4 5 6 7 
8 Would you ask a doctor: How long will I be in hospital for? 1 2 3 4 5 6 7 
9 Would you ask a doctor:  When can I return to my normal activities  1 2 3 4 5 6 7 
10 Would you ask a doctor: How is the procedure done? 1 2 3 4 5 6 7 
11 Would you ask a doctor: What signs should I look out for if my wound is 
not healing as it should? 
1 2 3 4 5 6 7 
12 If a doctor encouraged you to ask the above questions (e.g. by saying ‘its 
ok to ask staff questions’) would you be more willing to ask these 
questions? 
1 2 3 4 5 6 7 
13 Would you ask a nurse: Have you washed your hands? 1 2 3 4 5 6 7 
14 Would you ask a nurse: What is your name and what do you do? 1 2 3 4 5 6 7 
15 Would you ask a nurse: Can you check that this is the correct medication 
for me? 
1 2 3 4 5 6 7 
16 Would you ask a nurse: Why are you removing that piece of monitoring 
equipment? 
1 2 3 4 5 6 7 
17 If a nurse encouraged you to ask the above questions (e.g. by saying ‘its 
Ok to ask staff questions’) would you be more willing to ask these  
1 2 3 4 5 6 7 
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 questions? 
18 Would you ask a doctor: Have you washed your hands? 1 2 3 4 5 6 7 
19 Would you ask a doctor: What is your name and what do you do? 1 2 3 4 5 6 7 
20 Would you ask a doctor: Can you check that this is the correct medication 
for me? 
1 2 3 4 5 6 7 
21 Would you ask a doctor: Why are you removing that piece of monitoring 
equipment? 
1 2 3 4 5 6 7 
22 If a doctor encouraged you to ask the above questions (e.g. by saying ‘its  
Ok to ask staff questions’) would you be more willing to ask these  
questions? 
1 2 3 4 5 6 7 
23 Would you notify a nurse if your hospital identification bracelet came 
off? 
1 2 3 4 5 6 7 
24 Would you notify a nurse if you thought your wound had become 
infected? 
1 2 3 4 5 6 7 
25 Would you notify a nurse if you had not received the results of a medical 
test? 
1 2 3 4 5 6 7 
26 Would you notify a nurse if you though an error had occurred in your 
care?  
1 2 3 4 5 6 7 
27 From the above problems and concerns, if a nurse said to you ‘its ok to 
notify me of any of these problems or concerns’ would you be more 
willing to do this? 
1 2 3 4 5 6 7 
28 Would you notify a doctor if your hospital identification bracelet came 
off? 
1 2 3 4 5 6 7 
29 Would you notify a doctor if you thought your wound had become 
infected? 
1 2 3 4 5 6 7 
30 Would you notify a doctor if you had not received the results of a medical 
test? 
1 2 3 4 5 6 7 
31 Would you notify a doctor if you though an error had occurred in your 
care?  
1 2 3 4 5 6 7 
32 From the above problems and concerns, if a doctor said to you ‘its ok to 
notify me of any of these problems or concerns’ would you be more 
willing to do this? 
1 2 3 4 5 6 7 
33 Would you be willing to bring into hospital your medications and a list of 
any drug allergies you have? 
1 2 3 4 5 6 7 
34 If a doctor encouraged you to bring into hospital your medications and a 
list of any drug allergies you have, would you be more willing to do this? 
1 2 3 4 5 6 7 
35 If a nurse encouraged you to bring into hospital your medications and a 
list of any drug allergies you, would you be more wiling to do this? 
1 2 3 4 5 6 7 
36 Would you want to be given information to help you decide which 
hospital had the highest safety record for your treatment? 
1 2 3 4 5 6 7 
37 If a doctor encouraged you to look at information to help you decide 
which hospital had the highest safety record for your treatment, would 
you be more willing to do this? 
1 2 3 4 5 6 7 
38 If a nurse encouraged you to look at information to help you decide 
which hospital had the highest safety record for your treatment, would 
you be more willing to do this? 
1 2 3 4 5 6 7 
39 If you experienced an error in you care would you report this to a national 
reporting system? 
1 2 3 4 5 6 7 
40 If a doctor encouraged you to report an error you experienced in your 
care to a national reporting system, would you be more willing to do 
this?  
1 2 3 4 5 6 7 
41 If a nurse encouraged you to report an error you experienced in your care 
to a national reporting system, would you be more willing to do this? 
1 2 3 4 5 6 7 
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Patient Characteristics Questionnaire 
 
Gender:         □ Male             □ Female 
   
Job Status:    □ Employed        □ Unemployed        □ Retired          □ Student                           
                        □ Other (specify) ________________________ 
 
Education:    □ GCSE               □ A Levels             □ Undergraduate degree  
                       □  Postgraduate degree     □ No qualifications □ student 
                       □ Other (specify) ________________________ 
Ethnic group:         
 
□ White British                                                                                     
□ White (other)                                                                                  
□ Mixed (White & Black Caribbean)                                                 
□ Mixed (White & Black African) 
□ Mixed (White & Asian)    
□ Mixed (all other) 
□ Asian/Asian British (Indian)                                         Current age:   _____ 
□ Asian/Asian British (Pakistani) 
□ Asian/Asian British (Bangladeshi) 
□ Asian/Asian British (all other) 
□ Black/Black British (Caribbean) 
□ Black/Black British (African) 
□ Black/Black British (all other) 
□ Chinese 
□ All other ethnic groups 
□ Not given 
 
What is the reason you are in hospital?                                  
___________________________________________________ 
 
How many times have you been an inpatient in hospital in the last 5 years? 
____________ 
 
Have you ever experienced an error in your care? _____________ 
 
If yes what? 
_____________________________________________________________________
_____________________________________________________________________                               
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 Appendix 10.1 
 
Patient characteristics of patients in the pre-test in the investigation 
in Chapter 10  
 
Table 10.A displays patient characteristics for those participants (N= 20) in the pre-
testing stage of the materials used in the investigation presented in Chapter 10.  
 
 
Table 10.A. Patient characteristics of patients in the pre-test  
 
Socio-demographic variables No of subjects = 20 
(%) 
 
Sex 
Male 
Female 
 
 
 
11 (55) 
9   (55) 
Education 
No qualifications  
GSCE’s 
A levels 
Undergraduate degree 
Postgraduate degree  
 
 
3  (15) 
6  (30) 
5  (25) 
5  (25) 
1  (5) 
Ethnicity  
Caucasian 
Non-Caucasian   
 
 
15 (75) 
5   (25) 
Employment  
Employed 
Unemployed 
Retired 
Student 
 
 
13 (65) 
4   (20) 
2   (10) 
1   (5) 
Speciality  
Medical  
Surgical  
 
 
9   (45) 
11 (55) 
Prior experience of medical errors 
Yes 
No  
 
 
6   (30) 
14 (70) 
Age  Range  19-62 (mean 37.4, SD 
10.01) 
 
Previous number of times in hospital 
(in last 5 years)  
 
Range 1-5 (mean 2.3, SD 2.43) 
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Patient involvement in safety in relation to the constructs of the 
PISM  
 
 
Instructions 
 
 I want you to imagine you are a patient in hospital. As a patient please answer each 
statement below by putting a circle around the number that best reflects your level of 
agreement with each statement. Do not think too long about the exact meaning of the 
statements.  Work quickly and try to answer as accurately as possible.  There are no 
right or wrong answers.  There are seven possible responses to each statement ranging 
from ‘Strongly disagree’ (number 1) to ‘Strongly agree’ (number 7). 
 
 
 
     1 . . . . . . . . . 2 . . . . . . . . . . 3 . . . . . . . . . . 4 . . . . . . . . . . 5 . . . . . . . . . . 6 . . . . . . . . . . 7 
       Strongly          Strongly  
       Disagree          agree       
           
                      
 
1 Asking a doctor if they have washed their hands is beneficial  1 2 3 4 5 6 7 
2 Asking a nurse if they have washed their hands is beneficial 1 2 3 4 5 6 7 
3 Asking a doctor if they have washed their hands is pleasant  1 2 3 4 5 6 7 
4 Asking a nurse if they have washed their hands is pleasant 1 2 3 4 5 6 7 
5 Asking a doctor if they have washed their hands will reduce the chance of 
me getting an infection in hospital  
1 2 3 4 5 6 7 
6 Asking a nurse if they have washed their hands will reduce the chance of 
me getting an infection in hospital 
1 2 3 4 5 6 7 
7 Reducing the chance of me getting an infection in hospital is good 1 2 3 4 5 6 7 
8 Catching an infection in hospital would result in serious problems to my 
health  
1 2 3 4 5 6 7 
9 I would become very ill if I caught an infection in hospital  1 2 3 4 5 6 7 
10 The chances of me catching an infection whilst in hospital are unlikely  1 2 3 4 5 6 7 
11 I am worried that I could catch an infection whilst in hospital 1 2 3 4 5 6 7 
12 People who are important to me (e.g. relatives) would approve of me 
asking a doctor if they had washed their hands before they treat me  
1 2 3 4 5 6 7 
13 People who are important to me would approve of me asking a nurse if 
they had washed their hands before they treat me 
1 2 3 4 5 6 7 
14 People who are important to me, if they were a patient in hospital, would 
ask a doctor if they had washed their hands  
1 2 3 4 5 6 7 
15 People who are important to me, if they were a patient in hospital, would 
ask a nurse if they had washed their hands  
1 2 3 4 5 6 7 
16 I have a lot of control over whether I ask a doctor if they have washed 
their hands  
1 2 3 4 5 6 7 
17 I have a lot of control over whether I ask a nurse if they have washed  
their hands 
1 2 3 4 5 6 7 
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 18 If I wanted to ask a doctor if they had washed their hands before they 
treated me I would  
1 2 3 4 5 6 7 
19 If I wanted to ask a nurse if they had washed their hands before they 
treated me I would 
1 2 3 4 5 6 7 
20 During my hospital stay I would ask a doctor if they have washed their 
hands  
1 2 3 4 5 6 7 
21 During my hospital stay I would ask a nurse if they have washed their 
hands 
1 2 3 4 5 6 7 
22 Bringing medicines into hospital that I am currently taking is beneficial  1 2 3 4 5 6 7 
23 Bringing  medicines into hospital that I am currently taking is pleasant  1 2 3 4 5 6 7 
24 Bringing  medicines into hospital that I am currently taking could reduce 
the chance of a medication error 
1 2 3 4 5 6 7 
25 Reducing the chance of a medication error is good  1 2 3 4 5 6 7 
26 If I experienced a medication error while in hospital this would result in 
serious problems to my health  
1 2 3 4 5 6 7 
27 I could become very ill if I experienced a medication error whilst in 
hospital  
1 2 3 4 5 6 7 
28 The chance of a medication error occurring in my care is unlikely  1 2 3 4 5 6 7 
29 I am worried that a medication error could occur in my care whilst in 
hospital  
1 2 3 4 5 6 7 
30 People who are important to me would approve of me bringing medicines 
into hospital that I am currently taking  
1 2 3 4 5 6 7 
31 People who are important to me, if they were a patient in hospital, would 
bring into hospital medicines that they are currently taking 
1 2 3 4 5 6 7 
32 I have a lot of control over whether I bring into hospital medications I am 
currently taking  
1 2 3 4 5 6 7 
33 If I wanted to bring into hospital medications I am currently taking  I 
would 
1 2 3 4 5 6 7 
34 I would bring into hospital with me medications I am currently taking 1 2 3 4 5 6 7 
35 Reporting medical errors to a reporting system is beneficial 1 2 3 4 5 6 7 
36 Reporting medical errors to a reporting system is pleasant  1 2 3 4 5 6 7 
37 Reporting medical errors to a reporting system could help organizations 
to learn how the safety of healthcare can be improved.  
1 2 3 4 5 6 7 
38 Helping to prevent medical errors is good  1 2 3 4 5 6 7 
39 If I experienced a medical error in hospital this could result in serious 
problems to my health  
1 2 3 4 5 6 7 
40 I could become very ill if I experienced a medical error whilst in hospital  1 2 3 4 5 6 7 
41 I am worried that I am at risk of experiencing a medical error whilst in 
hospital  
1 2 3 4 5 6 7 
42 The chances of a medical error occurring in my care are unlikely  1 2 3 4 5 6 7 
43 If I noticed that an error had occurred in my care people who are 
important to me would approve of me reporting the error to a reporting 
system   
1 2 3 4 5 6 7 
44 People who are important to me, if they were a patient in hospital and 
noticed that an error had occurred in their care people would report the 
error to a reporting system   
1 2 3 4 5 6 7 
45 I have a lot of control over whether I report a medical error to a reporting 
system   
1 2 3 4 5 6 7 
46 If I wanted to report a medical error to a reporting system I would  1 2 3 4 5 6 7 
47 If I noticed an error had occurred in my care I would report this to a 1 2 3 4 5 6 7 
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 reporting system 
48 Notifying a doctor if my hospital bracelet came off is beneficial  1 2 3 4 5 6 7 
49 Notifying a nurse if my hospital bracelet came off is beneficial 1 2 3 4 5 6 7 
50 Notifying a doctor if my hospital bracelet came off is pleasant  1 2 3 4 5 6 7 
51 Notifying a nurse if my hospital bracelet came off is pleasant  1 2 3 4 5 6 7 
52 Notifying a doctor if my hospital bracelet came off would reduce the 
chance of me being mistaken for another patient  
1 2 3 4 5 6 7 
53 Notifying a nurse if my hospital bracelet came off would reduce the 
chance of me being mistaken for another patient 
1 2 3 4 5 6 7 
54 Reducing the chance of me being mistaken for another patient is good  1 2 3 4 5 6 7 
55 If I was mistaken for another patient whilst in hospital this could result in 
serious problems to my health  
1 2 3 4 5 6 7 
56 I could become very ill if I was mistaken for another patient whilst in 
hospital  
1 2 3 4 5 6 7 
57 The chances of me being mistaken for another patient whilst in hospital 
are unlikely  
1 2 3 4 5 6 7 
58 I am worried that I could be mistaken for another patient whilst in 
hospital  
1 2 3 4 5 6 7 
59 People who are important to me would approve of me notifying a doctor 
if my hospital bracelet came off  
1 2 3 4 5 6 7 
60 People who are important to me would approve of me notifying a nurse if 
my hospital bracelet came off 
1 2 3 4 5 6 7 
61 People who are important to me, would, if they were a patient in hospital  
notify a doctor if their hospital bracelet came off  
1 2 3 4 5 6 7 
62 People who are important to me, would, if they were a patient in hospital  
notify a nurse if their hospital bracelet came off 
1 2 3 4 5 6 7 
63 I have a lot of control over whether I notify a doctor if my hospital 
bracelet comes off 
1 2 3 4 5 6 7 
64 I have a lot of control over whether I notify a nurse if my hospital 
bracelet comes off 
1 2 3 4 5 6 7 
65 If I wanted to notify a doctor if my hospital bracelet comes off I would  1 2 3 4 5 6 7 
66 If I wanted to notify a nurse if my hospital bracelet comes off I would 1 2 3 4 5 6 7 
67 I would notify a doctor if my hospital bracelet came off  1 2 3 4 5 6 7 
68 I would notify a nurse if my hospital bracelet came off 1 2 3 4 5 6 7 
 
 
 
In addition to the above please answer the following questions. 
 
 
1. As a patient in hospital have you ever asked a doctor if they have yes no     not applicable 
washed their hands ?      
 
2. As a patient in hospital have you ever asked a nurse if they have yes no      not applicable 
washed their hands ?      
 
 
3. As a patient in hospital have you ever brought a list of the   yes no      not applicable 
medications you were taking into hospital with you to give  
to the doctor or nurse?  
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 4. As a patient in hospital, have you ever notified a doctor   yes no         not applicable 
if your hospital bracelet fell off?   
 
5. As a patient in hospital, have you ever notified a nurse   yes no         not applicable 
if your hospital bracelet fell off?   
 
6. Have you ever reported a medical error to a reporting system? yes no         not applicable 
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 Appendix 11.1  
 
The NPSA ‘Please Ask about Staying in Hospital’ leaflet 
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Appendix 11.2   
 
Patient characteristics of patients in the pre-test in the investigation 
in Chapter 11  
 
Table 11.A displays patient characteristics for those participants (N= 20) in the pre-
testing stage of the materials used in the investigation presented in Chapter 11. 
 
 
 
Table 11.A. Patient characteristics of patients in the pre-test  
 
Socio-demographic variables No of subjects = 20 
(%) 
 
Sex 
Male 
Female  
 
 
 
8  (40) 
12 (60) 
Education 
No qualifications  
GSCE’s 
A levels 
Undergraduate degree 
 
 
5  (25) 
5  (25) 
5 (25) 
5  (25) 
 
Ethnicity  
Caucasian 
Non-Caucasian   
 
14 (70) 
6 (30) 
Employment  
Employed 
Unemployed 
Retired 
Student 
 
 
14 (70) 
4   (20) 
2   (10) 
0   (0) 
Speciality  
Medical  
Surgical  
 
 
10 (50) 
10 (50) 
Prior experience of medical errors 
Yes 
No  
 
 
3   (15) 
17 (85) 
Age  Range  22-68 (mean 40.2, SD 
12.01) 
 
Previous number of times in hospital 
(in last 5 years)  
 
Range 1-10 (mean 4.1, SD 3.43) 
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 Appendix 11.3  
 
Pre-screening survey used in Chapter 11 
 
Below is a copy of the survey that was given to patients prior to them watching the 
PINK patient safety video or reading the NPSA’s ‘Please Ask about Staying in 
Hospital’ leaflet. The items in the survey for those patients that either: 1) were in the 
video group or; 2) the leaflet group, were worded in the same manner. 
 
 
Instructions 
 
As a patient in hospital, please answer each statement below by putting a circle 
around the number that best reflects your level of agreement with each statement. Do 
not think too long about the exact meaning of the statements.  Work quickly and try to 
answer as accurately as possible.  There are no right or wrong answers.   
 
 
1. As a patient how much would you currently say that you participate in your healthcare 
management? (please tick one response)  
 
□ I try and participate in every aspect of my healthcare when it is possible 
□ I choose to participate in some aspects of my healthcare but not others 
□ I rarely participate in my healthcare management  
□ I try and avoid participating in my healthcare management whenever possible  
 
 
2. How often do you think that medical errors occur in healthcare? (please tick one response) 
 
□ All the time 
□ Very often  
□ Somewhat often  
□ Not very often at all   
 
 
 
3.   Do you think that you could help to reduce your own susceptibility to  
        medical errors in healthcare? (please tick one response) 
 
□ Yes 
□ No  
□ Don’t know  
 
 
4.   If yes how?   
 
 
 
5.    Have you ever asked a doctor if they have washed their hands? 
 
□ Yes 
□ No  
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 6.    Have you ever notified a doctor if you experience an error or problem in your care? 
 
□ Yes 
□ No  
 
 
7.    Have you ever notified a nurse if you experience an error or problem in your care? 
 
□ Yes 
□ No  
 
 
8.    Have you ever told a nurse about any medicines you are taking or any allergies you have?    
 
□ Yes 
□ No  
 
 
9.    Have you ever told a doctor about any medicines you are taking or any allergies you have?   
 
□ Yes 
□ No  
  
 
10. Have you ever asked a nurse if they have washed their hands? 
 
□ Yes 
□ No  
 
 
11. On a scale of 1-10 (1 = ‘not comfortable at all’, 10 = ‘very comfortable’), how comfortable 
would you be asking a doctor if they have washed their hands? 
 
 
12. On a scale of 1-10 (1 = ‘not comfortable at all’, 10 = ‘very comfortable’), how comfortable 
would you be asking a doctor if they have washed their hands? 
 
 
13. On a scale of 1-10 (1 = ‘not comfortable at all’, 10 = ‘very comfortable’), how comfortable 
would you be telling a doctor about any medicines you are taking or any allergies you have?   
 
 
14. On a scale of 1-10 (1 = ‘not comfortable at all’, 10 = ‘very comfortable’), how comfortable 
would you be telling a nurse about any medicines you are taking or any allergies you have?   
 
      
15. On a scale of 1-10 (1 = ‘not comfortable at all’, 10 = ‘very comfortable’), how comfortable 
would you be notifying a nurse if you experience an error or problem in your care? 
 
 
16. On a scale of 1-10 (1 = ‘not comfortable at all’, 10 = ‘very comfortable’), how comfortable 
would you be notifying a doctor if you experienced an error or problem in your care?    
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Appendix 11.4   
 
Post-screening survey used in Chapter 11 
 
Below is a copy of the survey that was given to patients after they had watched the 
PINK patient safety video or read the NPSA’s ‘Please Ask about Staying in Hospital’ 
leaflet. The items in the survey for those patients that either: 1) watched the video, or; 
2) read the leaflet, were worded in the same manner but just adapted to have specific 
reference to the medium under investigation. 
 
 
Instructions 
 
As a patient in hospital, please answer each statement below by putting a circle 
around the number that best reflects your level of agreement with each statement. Do 
not think too long about the exact meaning of the statements.  Work quickly and try to 
answer as accurately as possible.  There are no right or wrong answers.   
 
 
 
 
1.  Do you think that this leaflet/video is a good way of educating patients about their healthcare? 
(please tick one response) 
 
□ Yes, I think the leaflet is a good way of educating patients  
□ No I think a video would be more useful 
□ I think a combination of both the leaflet and the video would be most effective    
□ I do not think that a leaflet or video should be used because I think it is solely 
     the job of the healthcare professional to educate me  
 
 
2. On a scale of 1-10 (1 = ‘not at all’, 10 = ‘very much’), how much do you think that your  
       knowledge of how you can be involved in the safety of your healthcare has improved as a  
       result of reading the leaflet/watching the video?  
 
3. On a scale of 1-10 (1 = ‘not at all easy’, 10 = ‘very easy’), how easy do you think the   
        leaflet/video was to understand?  
 
4. On a scale of 1-10 (1=’not at all interesting’, 10 = ‘very interesting’), how interesting do you 
think the video/leaflet was to watch/read? 
 
 
5. On a scale of 1-10 (1 = ‘not at all’, 10 = ‘very much’), how much do you think that the 
leaflet/video would encourage you to participate in safety-related aspects of your healthcare?  
  
6. On a scale of 1-10 (1 = ‘not comfortable at all’, 10 = ‘very comfortable’), how comfortable 
would you be asking a doctor if they have washed their hands? 
 
 
7. On a scale of 1-10 (1 = ‘not comfortable at all’, 10 = ‘very comfortable’), how comfortable 
would you be asking a doctor if they have washed their hands? 
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 8. On a scale of 1-10 (1 = ‘not comfortable at all’, 10 = ‘very comfortable’), how comfortable 
would you be telling a doctor about any medicines you are taking or any allergies you have?   
 
 
9. On a scale of 1-10 (1 = ‘not comfortable at all’, 10 = ‘very comfortable’), how comfortable 
would you be telling a nurse about any medicines you are taking or any allergies you have?   
 
      
10. On a scale of 1-10 (1 = ‘not comfortable at all’, 10 = ‘very comfortable’), how comfortable 
would you be notifying a nurse if you experience an error or problem in your care? 
 
 
11. On a scale of 1-10 (1 = ‘not comfortable at all’, 10 = ‘very comfortable’), how comfortable 
would you be notifying a doctor if you experienced an error or problem in your care?      
 
 
12. Do you think that the leaflet/video could help to reduce errors as a result of you participating 
in safety-related behaviours?  
 
□ Yes 
□ No  
□ Don’t know  
 
 
 
13. Do you think that the leaflet/video should be available to patients to see whenever they want?  
 
□ Yes 
□ No  
□ Don’t know  
 
 
 
 
14. Does the video/leaflet contain everything you need? (please provide your comments) 
 
 
 
 
 
 
 
 
15. Is there anything about the video/leaflet you would change or do you have any suggestions on 
how it could be improved? (please provide your comments) 
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 Appendix  12.1 
 
Patient characteristics of patients in the pre-test in the investigation 
in Chapter 12  
 
Table 12.A displays patient characteristics for those participants (N= 20) in the pre-
testing stage of the materials used in the investigation presented in Chapter 12. 
 
 
 
Table 12.A. Patient characteristics of patients in the pre-test  
 
Socio-demographic variables No of subjects = 20 
(%) 
 
Sex 
Male 
Female 
 
 
 
7   (35) 
13 (65) 
Education 
No qualifications  
GSCE’s 
A levels 
Undergraduate degree 
Postgraduate degree  
 
 
4  (20) 
5  (25) 
4  (20) 
5  (25) 
2  (10) 
Ethnicity  
Caucasian 
Non-Caucasian   
 
 
13 (65) 
7   (35) 
Employment  
Employed 
Unemployed 
Retired 
 
 
15 (75) 
3   (15) 
2   (10) 
 
Speciality  
Medical  
Surgical  
 
 
8   (40) 
12 (60) 
Prior experience of medical errors 
Yes 
No  
 
 
4   (20) 
16 (80) 
Age  Range  22-70 (mean 35.2, SD 
13.32) 
 
Previous number of times in hospital 
(in last 5 years)  
 
Range 1-7 (mean 3.2, SD 2.41) 
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 Appendix 12.2   
 
 
Patient reports of undesirable events survey 
 
Instructions (read out by researcher over the telephone)   
 
I am going to ask you a series of questions about events that could occur during a 
patients stay in hospital. I want you to think back to your stay in hospital and let me 
know if you experienced any of the events that I mention by answering ‘yes’, ‘no’ or 
‘don’t know’.  
 
 
Date of phone call: 
 
 
Medical complications  
 
1) During your hospital stay did you develop a sore arm or inflammation because of a drip (intravenous line)? 
YES/NO/DON’T KNOW 
 
2) During your hospital stay did you catch an infection in the hospital? YES/NO/DON’T KNOW 
 
3) During your hospital stay did you experience a reaction to a drug? YES/NO/DON’T KNOW 
 
4) During your hospital stay did you bleed a lot after an operation or after a tube was inserted into you 
(catheterisation)? YES/NO/DON’T KNOW 
 
5) During your hospital stay did you need to be transferred to intensive care because of a complication that 
occurred in hospital? YES/NO/DON’T KNOW 
 
6) During your hospital stay did you develop a pressure ulcer (skin wound) in hospital? YES/NO/DON’T 
KNOW 
 
7) During your hospital stay did you have to be re-operated on urgently within 3 days of an initial operation? 
YES/NO/DON’T KNOW 
 
8) During your hospital stay were injured as result of fall in hospital? YES/NO/DON’T KNOW 
 
 
Healthcare process problems  
 
9) During your hospital stay did were your medical records unavailable when needed? YES/NO/DON’T KNOW 
 
10) During your hospital stay did you not receive enough painkillers? YES/NO/DON’T KNOW 
 
11) During your hospital stay did doctors make a wrong diagnosis? YES/NO/DON’T KNOW 
 
12) During your hospital stay were you given food/drink you were not allowed on your diet? (e.g. if you were 
NBM) YES/NO/DON’T KNOW 
 
13) During your hospital stay did were your fluids in your drip not changed when they should have been 
YES/NO/DON’T KNOW 
 
14) During your hospital stay did was a test not done when it should have been? YES/NO/DON’T KNOW 
 
15) During your hospital stay did was a test repeated needlessly, by mistake? YES/NO/DON’T KNOW 
 
16) During your hospital stay did were you given a drug that was not intended for you? YES/NO/DON’T KNOW 
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17) During your hospital stay did were you confused with another patient during a test or a treatment? 
YES/NO/DON’T KNOW 
 
18) During your hospital stay was a test cancelled by mistake? YES/NO/DON’T KNOW 
 
19) During your hospital stay did were you prescribed a medicine you were allergic to? YES/NO/DON’T KNOW 
 
20) During your hospital stay did an error occur in a test result? YES/NO/DON’T KNOW 
 
 
Interpersonal problems  
 
21) During your hospital stay did were the side effects of your medication explained to you? YES/NO/DON’T 
KNOW 
 
22) During your hospital stay did healthcare staff introduce themselves and explain who they were? 
YES/NO/DON’T KNOW 
 
23) During your hospital stay did were you explained how the ward works? (e.g. where the toilets are, what time 
meals are?) YES/NO/DON’T KNOW 
 
24) During your hospital stay did were you explained about what to expect from your treatment whilst in 
hospital? YES/NO/DON’T KNOW  
 
25) During your hospital stay did were you given enough information about your care after discharge from 
hospital? YES/NO/DON’T KNOW  
 
26) During your hospital stay did were you treated with dignity and respect by the doctors and nurses? 
YES/NO/DON’T KNOW 
 
27) During your hospital stay did you feel that you could ask questions to doctors and nurses if you wanted to? 
YES/NO/DON’T KNOW 
 
 
Definition of an error  
 
28) If I asked you what a medical error is how would you define this? 
 
 
Willingness to report errors 
 
29) On a scale of 1-10 (1= ‘not at all willing’, 10 = ‘very willing’), how willing would you be to report again the 
events (like the ones considered in this survey) to a researcher (like in the present study’s case?  
 
30) On a scale of 1-10 (1= ‘not at all willing’, 10 = ‘very willing’), how willing would you be to report the events 
(like the ones considered in this survey) to a local incident reporting system (e.g. a hospital incident reporting 
system)?  
 
31)  On a scale of 1-10 (1= ‘not at all willing’, 10 = ‘very willing’), how willing would you be to report the events 
(like the ones considered in this survey) to a national incident reporting system (e.g. the NPSA’s NRLS)?  
 
Additional information  
 
32) Are there any other problems or things you would like to discuss with me today?  
 
 
 Appendix 12.3  
 
Items from the patient reports survey that were included in the case record review form  
 
After consulting with an expert panel of clinicians (3 in total) there were a number of incidents (i.e. events) from the patient reports survey (used 
in Chapter 12) that clinicians felt should be recorded in the patient’s medical records. The clinicians stated (as would be expected) that none of 
the interpersonal problems in the patient survey (e.g. being treated with dignity and respect) would be recorded in the patients’ medical records. 
However, the clinicians felt that all the medical complications in the patient survey (n= 8) and all the healthcare process problems (n= 12) should 
either ‘definitely should be recorded in the medical records’ or ‘maybe would recorded in the medical records’. For this reason all these 
incidents were included in the case record review form (see Appendix 12.4). Table 12.B displays clinicians’ responses in more detail, indicating 
for each incident whether clinicians rated it as ‘definitely should be recorded’ or ‘maybe would be recorded’ (denoted by X in the relevant cell in 
Table 12.B).  
 
 
Table 12.B Clinicians’ responses to whether items from the patient survey would be recorded in the patient medical records 
 
 
Item from patient survey  
Clinicians rating of whether item would be recorded in 
the medical record  
Definitely Maybe 
The patient developed a sore arm or inflammation because of a drip (intravenous line)  X 
The patient caught an infection in the hospital X  
The patient experienced a reaction to a drug X  
The patient bled a lot after an operation or after a catheterisation X  
The patient needed to be transferred to intensive care because of a complication that occurred 
in hospital 
X  
The patient developed a pressure ulcer in hospital X  
The patient had to be re-operated on urgently within 3 days of an initial operation X  
The patient was injured as result of fall in hospital X  
The patients medical records where not available when needed   X 
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The patient did not receive enough painkillers  X 
A wrong diagnosis was made X  
The patient was given food/drink when they were not allowed  X 
The patients fluids in their IV were not changed when they should have been  X 
A test not done when it should have been  X 
A test repeated needlessly, by mistake  X 
The patient was given a drug that was not intended for them X  
The patient was confused with another patient during a test or a treatment X  
The patient was prescribed a medicine they were allergic to X  
An error occurred in a test result X  
A test cancelled by mistake  X 
  
 
 
 
 
 
 Appendix 12.4   
 
 
Copy of the case record review form  
 
Below is a copy of the case record review form that was developed specifically for the 
investigation presented in Chapter 12. The form provides instructions for the 
clinicians that undertook the case record review work for the investigation in Chapter 
12. Both clinicians had prior experience of conducting case record review research 
and were fully informed about the purpose of the investigation in Chapter 12.  
 
 
 
Role of assessor(s) 
To identify adverse events or critical incidents in the care of patients who were admitted into hospital. 
 
An adverse event (AE) must satisfy 3 criteria 
• An unintended injury or complication arising within the care process 
• Leading to any of the following - increased hospital stay, disability on discharge or death 
• Caused by health care management rather than the disease process 
•  
It may or may not be preventable by optimal health care e.g. a first occasion allergic response to a drug 
is an AE but it is one that may not be preventable.  You will be asked to assess to what extent the AE 
was due to health care management and to what extent you regard it as preventable. 
 
 
A critical incident is an undesirable event in management that could have caused harm (or actually did 
so but not severely enough to satisfy the criteria of an AE) 
 
 
 
Method  
 
An assessor should read through the case record carefully marking pages (with post-its) providing 
evidence of aspects of health care management that give cause for concern.  The next step is to weigh 
up the evidence underlying each incident, possibly referring to other parts of the record (eg nursing 
record; TPR chart; correspondence) before arriving at a considered opinion.   The review forms should 
then be completed. 
 
 
CASE RECORD REVIEW 
Reviewer ID………………….. 
Patient ID……………….. 
Date of review……………………. 
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 1. Did the patient suffer an adverse event? (if yes please explain)  
………………………………………………………………………………………………………
……………………………………………………….……………..……….………………………
…………………………………………….……….…………………………………………………
………………………………….. 
 
2. Did the patient suffer a critical incident? (if yes please explain) 
………………………………………………………………………………………………………
……………………………………………………….……………..……….………………………
…………………………………………….……….…………………………………………………
………………………………….. 
 
3. If the patient suffered either an adverse event or a critical incident please explain whether the 
event(s) was preventable.  
………………………………………………………………………………………………………
……………………………………………………….……………..……….………………………
…………………………………………….……….…………………………………………………
…………………………………..……………………………………………………………………
………………………………………………………………………………………….…………….
.……….…………………………………………………………………….……….………………
…………………………………………………………………….. 
 
In addition to the above information, please indicate whether any of the following events occurred in 
the patients care. These are all events that I am asking the patients to report to me as part of my 
investigation so I want to examine the level of agreement between patients’ reports and the information 
recorded in the patient medical records  (please place a tick by any events that occurred) 
 
 
 
4) The patient developed a sore arm or inflammation because of a drip (intravenous line) 
  
5) The patient caught an infection in the hospital 
 
6) The patient experienced a reaction to a drug 
 
7) The patient bled a lot after an operation or after a catheterisation 
 
8) The patient needed to be transferred to intensive care because of a complication that occurred 
in hospital 
 
9) The patient developed a pressure ulcer in hospital 
 
10) The patient had to be re-operated on urgently within 3 days of an initial operation 
 
11) The patient was injured as result of fall in hospital 
 
 
Healthcare process problems  
 
12) The patients medical records were unavailable when needed 
 
13) The patient did not receive enough painkillers 
 
14) A wrong diagnosis was made 
 
15) The patient was given food/drink when they were not allowed  
 
16) The patients fluids in their IV were not changed when they should have been  
 
17) A test not done when it should have been 
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18) A test repeated needlessly, by mistake 
 
19) The patient was given a drug that was not intended for them 
 
20) The patient was confused with another patient during a test or a treatment 
 
21) A test cancelled by mistake 
 
22) The patient was prescribed a medicine they were allergic to 
 
23) An error occurred in a test result 
 
 
 
 
 
